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 ABSTRACT 
The purpose of this research was to investigate the effectiveness of the Patient 
Discharge Information (PDI) booklet on the knowledge, attitude, and behaviors of 
participants who were cesarean patients in local hospitals in Saudi Arabia. This study 
investigated the following two research questions: (1) does the participant have 
information, resources, and understand basic personal health information regarding her 
health conditions including diagnosis, treatment, self-care management, medication 
instructions, normal expected symptoms, dangerous signs and what to do, as well as 
lifestyle changes?; and (2) how does patient discharge information provided by the 
hospital make a difference in participants’ knowledge, attitude, and behaviors? 
 This research used an experimental pretest-posttest design with both an 
experimental and control group. The two-group, pretest-posttest design includes one 
dependent variable (a patient discharge information booklet) and three independent 
variables: patients’ knowledge, attitude, and behavior. The population in this study were 
women who had undergone caesarean section deliveries and were selected from the 
obstetrics or gynecology department (OB/GYN) in general hospitals located in the 
Eastern Province of Saudi Arabia. A 17-item questionnaire was used both at pre- and 
post- test. The treatment was the PDI (Patient Discharge Information), which was given 
immediately after pre-test. The post-test was given four weeks later. 
For bivariate analysis, two additional methods were used in this study: the two-
sample t- tests on the different scores between pretest and posttest and repeated 
measures/split-plot analysis of variance. The results of this study showed that the PDI 
 (Patient Discharge Information) increased experimental participants’ knowledge, attitude, 
and behaviors regarding diagnosis, medical procedure, treatment, self-care management, 
signs and symptoms awareness, medication, lifestyle, diet, and psychological health. The 
results also showed that the control participants decreased from pretest to post-test in 
their knowledge, attitude, and behaviors regarding the medical procedure, treatment, 
signs and symptoms awareness, lifestyle, diet, and psychological health. The results of 
this have implications for policy and practice in the field of healthcare services. The 
results also provide recommendations for future research in this area.  
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CHAPTER 1 
INTRODUCTION 
The provision of quality patient information is an essential tenet of health care 
(Sheard & Garrude, 2006). Discharging from a hospital is a transitional moment when 
patients transfer from the hospital environment, in which health care providers are wholly 
focused on their health needs, to a home environment. In the home environment, families 
become responsible for taking care of the patient (Ben-Morderchai, Herman, Kerzman, & 
Irony, 2010). A discharge from the hospital to home is a serious and complex moment in 
patients’ lives. It can cause stress and anxiety to patients and their families. This stress 
and anxiety can be decreased through giving patients some information, education, and 
reassurance. This information plays a critical role in patients’ welfare. In general, patients 
want written information and resources regarding home care, daily activities, signs and 
symptoms management, and pain and coping management (Clark et al., 2005). 
Patient discharge summaries are communication between inpatient and outpatient 
health care providers. Discharge information summaries should involve medical and 
administrative information, such as diagnosis, details about hospital course, follow-up 
instructions, and lab investigation results (Kripalani, Jackson, Scnipper, & Coleman, 
2007). According to Makaryus and Friedman (2005), patients should know about their 
diagnosis, treatment options, the medication names, doses, and side effects to have a 
successful transition from the hospital to home. Also, patients should know about the 
implications with or without treatment.  
2 
 
Discharge instruction is defined as any style of documentation that health care 
providers give to the patients or guardians, upon discharge from the hospital to home for 
purposes of facilitating a safe and appropriate continuity of attention. Also, discharge 
instructions may be verbal or written, but patients like to be spoken to and have this 
conversation reinforced by written instructions (Taylor & Cameron, 2000). Educating the 
patient at discharge from hospital to home has a lot of advantages for patients. It 
promotes self-care skills, reduces the rate of readmission, helps patients to identify 
problems early, and increases the chance of side-effect intervention and improving 
outcomes (Paul, 2008).  
Patients’ knowledge of their diagnosis and plan of treatment are essential 
components in patient education and part of most patient’s Bill of Rights. According to 
New York State, number eight on the list of patients’ rights states “that patients have the 
right to receive complete information about their diagnosis, treatment, and prognosis.” 
The 14th right states that “patients shall participate in all decisions about their treatment 
and discharge from the hospital” (Makaryus & Friedman, 2005, P.991).  
Release time from hospital to home is a vulnerable period for patients and their 
families. In general, the time following discharge from the hospital is associated with the 
transition of health care from the hospital to the community, or from the hospital to 
patient’s self-management. This change may lead to some adverse effects such as, 
readmission to the emergency room, additional clinical visits, hospitalization, or poor 
health outcomes. Communicating well with patients is critical as patients’ need to be 
informed before leaving the hospital. Also, educational materials, such as discharge 
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documents, improve patients’ health knowledge and outcomes. For many reasons, 
patients in hospitals in Saudi Arabia should be sent home with educational discharge 
instructions which include diagnosis, medication instructions, standard signs and 
symptoms and what to do if further complications arise, as well as any lifestyle changes 
needed. 
The main purpose of this study is to measure the effectiveness of the Patient 
Discharge Information (PDI) among inpatients in Saudi Arabia. The goals of this study 
are fourfold. The first goal is to assess the initial state of the inpatient’s knowledge and 
attitude at the point of discharge. The second goal is to apply Patients Discharge 
Information (PDI) among inpatients in hospital in Saudi Arabia. The third goal is to 
measure patients’ knowledge, attitude, and behavior after applying Patient Discharge 
Information (PDI). The fourth and final goal is to measure the differences in knowledge, 
attitudes, and behavior among patients who receive the Patient Discharge Information 
and patients who did not.  
Based on the findings of the research studies reviewed, educational materials such 
as release documents improve patient health knowledge. Studies show that 40-80% of the 
information given orally to the patient is forgotten immediately, and half of that 
information is retained incorrectly. Also, studies show that poor health literacy leads to 
poor health outcomes, especially for elderly people, those with low levels of education, 
and immigrants with language barriers. In regard to how discharge information is 
communicated with patients, Toronto Central Local Health Integration Network (TC 
LHIN) hospitals in 2012 - 2013 found that 80% of patients know the purpose of their 
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home medications. And, 63% of patients know what side effects of medication are 
important to watch out for. Also, 54% of patients know when to resume daily activities. 
Finally, 64% of patients know relapse and complication signs and symptoms after going 
home, and 74% of patients know when to call or ask for help (Toronto Central Local 
Health Integration Network, 2014). 
  In regard to the etiological factor of hypertension, study in Saudi Arabia found 
that 31.6% of hypertension patients did not know the complications of high blood 
pressure, while 42.1% knew that hypertension might lead to some neurological 
complications, and only 1.6% said that hypertension could lead to renal complications 
(AlSowielem & Elzaubier, 1998). Also, giving patients accurate and complete discharge 
summaries helps to reduce readmission to the hospital. Legault, Ostro, Khalid, Wasi, and 
You said, “Patients are particularly susceptible to medical errors during transitions from 
inpatient to outpatient care” (2012, P.1).  
Van Walraven, Seth, Austin, and Laupacis (2002) measured the effect of 
discharge summaries on patient outcomes. They found that discharge summary 
information was available for only 12.2% of participant patients, and the rate of 
readmission among those patients was small compared with patients who did not receive 
a discharge summary. In general, 27% of patients who did not receive a discharge 
summary were readmitted to hospitals. The authors said that “we found a trend toward a 
decreased risk of readmission within 3 months if patients were seen in follow-up by a 
physician who had received the discharge summary” (P. 190).  
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Mahrous (2013) investigated patients’ perception and satisfaction regarding the 
discharge information given to them upon discharge from the hospital in the Kingdom of 
Saudi Arabia. One hundred seventy-six patients participated in that study. The researcher 
found that 44.3% of patients were dissatisfied about information that explained their 
needs before discharge form hospital; 45% of patients were dissatisfied about information 
given which explained to them what they should to do after discharge from the hospital; 
46.6% of patients did not receive any information about potential complications; 46.6% 
of patients did not receive any information regarding signs and symptoms; 69.3% of 
patients did not know who can call for assistance in the emergency cases; 35.3% of 
patients lacked the information about medication; 52.3% of patients did not receive any 
information about the reason for each medication; 69.3% of patients did not have 
information about the possible medication side effects; 46.6% of patients did not have 
any dietary information; 52.3% did not have information about a follow-up plan; 60.2% 
of patients did not have information about how their health condition impacts their life; 
45.5% of patients did not make plan in the hospital for follow-up after discharge; 68.2% 
of patients did not have any written discharge document which explain the patient’s 
medical condition and further post discharge instructions. Among surgical patients, 41% 
of patients did not have information about how to care for the surgical or wound site; 
42% were dissatisfied about the clarity of post discharge information.  
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CHAPTER 2 
REVIEW OF LITERATURE 
UDemographics 
The Kingdom of Saudi Arabia is the largest and most populated country in the 
Gulf Cooperation Council (Saudi Arabia, Bahrain, Kuwait, Oman, Qatar, and United 
Arab Emirates). The Saudi Ministry of Health provides 60% of its health care services, 
operating over 188 hospitals with more than 27,994 beds. Other institutions offering 
health care in Saudi Arabia include private providers (20%), military hospitals (13%) and 
teaching hospitals (7%; Memish, Venkatesh, & Ahmed, 2003). According to the World 
Health Organization (WHO), Saudi Arabia ranked 26PthP of 176 nations in health system 
performance. The government of Saudi Arabia provides free and accessible healthcare 
services to all Saudi Nationals and expatriates who work in the public sector. Saudi 
Arabia has made advancements in health care and social services that have led to an 
increase in population growth of 2.7% and an increase in life expectancy from 52 years in 
1970 to 72 years in 2005 (Aldossary, While, & Barriball, 2008).   
UHealth Statistics and Information in Saudi Arabia for 2016 
In Saudi Arabia, the Ministry of Health is the main provider of the health care 
services. There are three types of hospitals in Saudi Arabia. They are governmental 
Ministry of Health (MOH) hospitals, other governmental sector hospitals, and private 
hospitals (World Health Organization, 2017).  
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According to the Ministry of Health in Saudi Arabia, the total estimated 
population size in 2016 is 31,521,418 and adult and life expectancy is 74.3 years. The 
statistical book shows that the rate of crude birth is 21 per 1,000 populations and the 
crude death rate is 3.9 per 1,000 populations. In addition, infant mortality rate in Saudi 
Arabia is 7.4 per 1,000 live birth (Ministry of Health – Kingdom of Saudi Arabia, 2017). 
Total number of Ministry Health Organization (MHO) Government Hospitals in 
2016 is 274 and included 41,297 beds. The highest percentage of beds was in internal 
medicine departments by 15.2%, followed by pediatric departments by 11.8%, then 
general departments by 11.7%. Total number of other governmental hospitals in 2016 is 
12 hospitals. The number of beds in other Government Hospitals is 11,449. The highest 
number of beds was that in the department of internal medicine (22.4% of the total beds), 
followed by the number of beds in the departments of surgery (15.0% of the total beds). 
The total number if private hospitals in Saudi Arabia is 145 hospitals and 16,648 beds. 
One Obstetrics and gynecology (OBS/GYN) and Pediatric specialist hospital in the 
eastern region and included 400 beds. Hospitals beds in other Government Sector 
OBS/GYN hospital is 1529. Beds in a private sector in the eastern region in the 
OBS/GYN department is 471. The total beds in OBS/GYN in Saudi Arabia is 2262. 
(Ministry of Health – Kingdom of Saudi Arabia, 2017). 
The total of emergency cases in MOH Government hospitals in the eastern region 
in the OBS/GYN department is 20,440. The total cases in Saudi Arabia is 437,510. All 
emergency cases in Saudi Arabia in the MOH hospitals is 21,228,665 cases. The total 
number in cases of OBS/GYN 437,510. MOH hospital visit in OBS/GYN in the eastern 
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region is 147,213. The number of cases in all departments is 1,606,267. The number of 
cases in Saudi Arabia in OBS/GYN department is 1,805,785. The number of cases in all 
department is 16,474,961. The number of visits to antenatal and GYN clinics in 2015 is 
1,334,908. The number of postpartum hemorrhage is 2,078. The number of abortion 
cases is 42,927. Visits to various health sectors in the ministry of health is 66,090,893 
(47.7%). Other governmental sector visits number 22,046,779 (15.95%). Private sector 
visits number 50,463,743 (36.4%). The total is 138,601,415. Average number of visits 
per person per year is 4.4 (Ministry of Health – Kingdom of Saudi Arabia, 2017). 
The total inpatients at MOH hospitals is 1,705,891. The OBS/GYN rate is 71.5%. 
The average of number of admission per 100 persons of population is 5.4. The occupancy 
rate in OBG/GY is 59.0. In general, 55.1% inpatients in other Governmental Sector 
Hospitals number 494,861. The number of inpatients in private sector hospitals in the 
eastern region is 236,551. The total number of inpatients is 1,148,903. Inpatients in 
various health sector hospitals total 3,349,659. The average number of admissions per 
100 persons is 10.6 (Ministry of Health – Kingdom of Saudi Arabia, 2017). 
The number of deliveries in MOH hospitals in the eastern region is 9,981 are 
vaginal deliveries and 2,518 cesarean section deliveries. The total of all hospitals 189172 
(76.6%) vaginal, and 51538 (20.9%) cesarean. Birth deliveries in other Governmental 
Sector Hospitals are 55,210 vaginal deliveries (67.35%), and 23,278 cesarean deliveries 
(28.45%). Births at MOH hospitals in 2015 was 266,184. The total number of births in 
another Governmental Sectors Hospital was 83,981. The total number of neonatal deaths 
during 1PstP week was 524. Operations in other governmental sector hospitals in Saudi 
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Arabia number 197,906 and 35,981 of those are in OB/GYN hospitals. Operation in 
private hospitals number 417,953. 111,198 operations were in OB/GYN and 12,960 were 
in the eastern region (Ministry of Health – Kingdom of Saudi Arabia, 2017). 
The number of medical malpractice cases referred to medical legal committees in 
the eastern region is 596. The total is 3,043. Distribution of resolution of medical 
malpractice death cases issued by medical-legal committees totals to 374 (Ministry of 
Health – Kingdom of Saudi Arabia, 2017). 
The total amount of spending on the health services sector and social development 
in 2015 in Saudi Arabia is 104,864 million Saudi Riyals. General budget estimates for 
2016 in health services sector is 82,071 Million Saudi Riyals. The cost of living indices 
in 2015 in Saudi Arabia in health services sector is 115.6 Saudi Riyals (Ministry of 
Health – Kingdom of Saudi Arabia, 2017). 
UPatient Teaching and Education 
Patient education is a set of instructions that focuses on increasing patients’ ability 
to manage their health. Also, patient education is involved in the informed consent 
process which protects the care provider from any malpractice claims. Also, patient 
education has been found to be both cost-beneficial and cost-effective in some conditions 
such as asthma and heart failure (Wei & Camargo, 2000). In general, patient teaching and 
education involve informing patients about health, illness, and disability. Both patient 
teaching and education have become important standards of good practice in the medical 
field. They are essential components of health care. Nurses and all medical professionals 
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should play a role in patient teaching and education (Holloway, 1996). Many studies in 
teaching methods, patients’ learning needs, and other studies on the acquisition of 
knowledge field found that education can have a positive effect on patients’ health 
outcomes (Henderson & Zernike, 2001).  
UDischarge Summary and Instruction 
Discharge summary and instruction is a set of documents that contains much 
useful information about the patient based on the diagnosis and/or procedures done in the 
hospital (Long, 2005). Discharge summaries provide information that is critical and 
relevant to the patient, which includes such as items the patients’ diagnoses, brief patient 
history, general information regarding the physical examination, investigation and results, 
progress and treatment, and plans and follow-up. Also, if a patient wants to visit another 
health care center, it is great to give these summaries to them as sources and references. 
Since the 1990s, clinical practice has developed the implementation of comprehensive 
discharge planning to be the standard practice upon release from the inpatient setting 
(Cunningham, Eisenberg, Wickline, & Berg, 2014). The hospital discharge summary is 
the primary document that physician uses for recording and retrieving patient’s details in 
the hospital and description of clinical events, medications, and follow-up instructions. 
Medications and diagnostic results play as critical information in the discharge summary 
(Myers et al., 2006). Henderson and Zernike mentioned that “One of the key functions of 
discharge information is to ensure that patients have the necessary knowledge to perform 
self-care” (2001, P. 436).  
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Legault et al. identified the essential keys for a discharge summary. They 
suggested that any discharge summary should identify any unresolved medical issues, test 
results, and information regarding discharge medication. Similar, they said that “These 
items, when missing, can have an adverse impact on patients care and could affect health 
outcomes” (2012, P.1). The validated discharge summary format regarding the Joint 
Commission Standards (JCS) includes discharge diagnosis, discharge medication list, 
changes to medications, clinical course in hospital, investigation results, and follow-up 
instructions (Clark et al., 2005).    
Van Walraven et al. suggested that discharge summaries can help patients if their 
physicians also receive them. Additionally, they are pushing health care departments to 
improve discharge summaries (2003). Lithner and Zilling said that patients “Want a lot of 
information both at admission and discharge” (2000, P.29). Also, they found that written 
information given to the patient could improve expected outcomes. In addition, they 
found that 30% patients want to receive written and verbal information regarding their 
health condition (Lithner & Zilling, 2000).  
Coulter, Entwistle, and Gilbert, (1998) noted that “The patient’s Charter promised 
patients the right to information about their health care and the opportunity to be involved 
in decisions about their treatment if they so wished” (P.4). Most of the patients want 
information about medical conditions and treatments, and most of them find it difficult to 
find access to the correct, reliable information. Most of the patients would like health 
professionals to make a decision about their care and provide them with the rationale and 
information needed for knowledgeable self-care (Coulter et al., 1998).   
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Rapid growth has occurred in the types of patient information materials such as 
leaflets and videos and multi-media technology. Also, the internet provides much health 
information, some of dubious worth. The National Health Services (NHS) Executive’s 
Patient Partnership strategy in the United Kingdom was established in June 1996 to make 
a committee that works to improve reliability in medical practice. This partnership has 
been promoting patient involvement in health service development and policy-making. 
The primary objectives of the NHS organization is to improve patient’s participation in 
their health care. Also, to help the patient to be an active partner with health care 
professionals, enable patients to become informed about their health care and treatment, 
and help the patient to make informed decisions and choices they want (Coulter et al., 
1998).  
According to Coulter et al., 1998 they found that during illness and treatment, a 
patient wants a differing range and depth of information, depending on his or her stage of 
treatment. All of these depend on the patient’s emphasis, the condition or health problem, 
and personal experiences. But in general, studies found that patients want information for 
multiple reasons, including: an explanation of the illness, diagnosis and treatment 
process, possible outcomes, assistance in self-care, to learn about available resources and 
services, be provided with reassurance and help, and identification of the best health care 
providers.  
In the emergency department (ED), communication between caregivers and 
patients is very broad and essential. The complex environment in the emergency 
department in some hospitals leads to missing this important communication. Some of 
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the previous studies found that patients leave the emergency department with an 
incomplete understanding of their health care and instructions. Many factors cause that 
situation. Many studies found the demonstration of discharge instruction in the 
emergency department often exceeds patients’ health literacy or reading levels. Also, one 
study found that verbal exchange between patients and caregivers was very brief and 
incomplete (Engel et al., 2012).  
Each patient wants to receive general information about his or her health 
condition (Lithner & Zilling, 2000). Regarding the patients with malignant symptoms, 
Ali and Khalil (1989) examined the effect of educational materials among Egyptian 
bladder cancer patients. They found that educational material lowered the level of anxiety 
among patients before discharge. Also, they found that patients increasingly want to 
know about the diagnosis’s cause rather than surgical interventions. In addition, Ali and 
Khalil found that the presence of stress and anxiety related to the impact of surgery on the 
patient’s body and on their social and marital status after surgery was highest among 
patients who did not receive any educational materials (1989).  
Preparation for patient discharge plays as a major determinant for patient 
outcomes and satisfaction. Patient discharge information in general is what patients 
expected to receive from health care professional before discharge from the hospital 
related to their health condition in different aspects included physical, psychological, and 
social (Mahrous, 2013). According to Mahrous (2013), “Receiving information regarding 
their health conditions and how to cope with then will help patients and their families on 
how better deal with the medical problems and their effects after discharge” (P. 106).  
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The Ministry of Social Affairs and Health (2011), improved well-being and living 
standards, education and knowledge among population to prevent illness and improve 
participation in the own health issues. Patients can participate in decision making related 
to their health if they have information about their health status and condition. The Act of 
the Status and Rights of Patients in 1992 requires that  
Patients shall be given information about their state of health, the significance of 
the treatment, various alternative forms of treatment and their effects and about 
other factors related to their treatment that are significant when decisions are 
made on the treatment given to them (Suhonen, Nenonen, Laukka, & Valimaki, 
2005, P. 1168).  
Patient counseling is effective in increasing patient physical activity and 
improving quality of life or health-related quality of life which improves patient 
satisfaction and reduces anxiety. Also, it is required for providing patient’s need and 
increasing the treatment compliance. The Act of the Status and Right of Patients 1992 
informed that “information delivery is not mandatory: information shall not be given 
against the will of the patient” (Suhonen et al., 2005, P. 1169).  
The type, amount, and timing of the information in the discharge summaries may 
vary from patient to patient depending on age, gender, and education level. Different age 
groups need different information than other age groups. In the preparation of the 
discharge summary, health care providers should be providing what patients need and 
want. Studies found that older patients want less information, and women want more 
information than men. Also, the patient’s level of education has been associated with the 
information needs and more received (Suhonen et al., 2005). Suhonen and colleagues 
(2005) found that younger patients with high education levels want more information 
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about illness and treatment than others. In general, “understanding patients’ needs and 
preferences and helping them to access and understand relevant and appropriate 
information are the key issues today” (Suhonen et al., 2005, P. 1169). 
Suhonen and colleagues (2005) examined the accuracy of discharge information 
received by inpatients and compared the information received with what the patients 
needed.  They found that 83% of patients want information about health-illness and 
diagnosis and 77% of patients want information regarding examination and results. Also, 
they found that 74% of patients want information regarding medical procedures and 
treatment and this information is crucial for them. Only 33% of patients want information 
regarding care options. In addition, they found that patients prefer information about 
medical aspects over information about daily management. 40% of patients want 
information regarding rehabilitation, 37% want information about aftercare, 27% want 
information about the effect of illness on the functional ability, and 23% want 
information about patient’s rights and only 5% want information about patient 
associations. As a result, patients desired to have information of a medical nature rather 
than lifestyle management.  
More patients want information regarding diagnosis, examination, and treatment. 
In general, the information about medication, pain management, risks or progress of 
treatment, rehabilitation, aftercare, and anesthesia are less important to patients. “Tailored 
information to specific patients according their interests and needs is warranted” 
(Suhonen et al., 2005, P. 1174). 
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U ses for Patient Information 
There are many different uses for patient information in the health care system. 
According to Coulter et al., 1998, the primary uses include helping promote health and 
prevent disease, informing the patient about self-care and treatment options, improving 
the effectiveness of clinical care, and improving clinical decisions. To fully understand 
the ways in which patients utilize health education information, each of the areas will be 
briefly detailed. 
Information about health promotion and diseases prevention is one of the uses for 
patient information. In general, this is a traditional use of health education. It works 
through providing information on a disease’s risks and how to avoid them. In general, 
most of the health education materials have been designed to change people’s lifestyle, 
modify risk factors, and provide a specific population’s needs. In the health education 
field, educating people about illness and how to recognize signs and symptoms plays a 
secondary role (Coulter et al., 1998). 
Self-care management plays an important role in recovery from ill health. In the 
USA, Federal and State government provide funding for programs which promote self-
care management. Healthwise is a patient education program in Idaho. This program 
attempts to assist people in looking after themselves and can aid them in making 
decisions about their health, including when they should seek professional medical 
assistance. This kind of health education is mostly utilized with chronic diseases such as 
asthma, diabetes, and epilepsy. This can also include teaching the patient about how to 
use medication and monitor for side effects. This provision of informational material has 
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been shown to enhance the patient’s ability to manage their treatment (Coulter et al., 
1998). 
Additionally, informing patients about treatment options is another core function 
of the provision of patient information. Addressing this point, Coulter et al., 1998 said 
that “Ideally patients’ who want it should get detailed explanations about their condition 
and the likely outcomes with and without treatment. Information about the risks and 
benefits of treatment options should derive from the best and most up-to-date scientific 
evidence” (P.8). Studies have found that the provision of informational materials can 
have positive effects on the long-term care outcome including reducing the rate of 
consultation and subsequent referrals, the rate of hospital re-admission, the rate of re-
consultation, and improving patient follow-up (Coulter et al., 1998). 
Giving patient information helps encourage patients to participate in treatment 
decisions, which can lead to improvements in the relationship between physicians and 
patients, improve health status and increase the quality of life. In some diseases, there are 
multiple treatment options with different outcomes and results. In that situation, patients 
should be aware of that and have the ability to choose and make a decision with health 
care providers. Studies have found that informed patients can increase the effectiveness 
of treatment (Coulter et al., 1998). 
One study was conducted to determine the efficiency of educational intervention 
on treatment options and consultation among patients with different conditions including 
ulcer diseases, hypertension, diabetes, and breast cancer by educating one group of 
patients about diseases and treatment and not providing any information to the second 
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group. They found that no difference between the two groups on the decision time; but, 
the group who received the health education and coaching were more aware and involved 
in the healthcare interaction and had significantly better health outcomes, especially for 
blood pressure and blood sugar than the second group (Coulter et al., 1998).  
In the past, doctors expected patients to follow their instructions and treatment 
without any questions. In 1871, Oliver Wendell Holmes gave advice to his, then, US 
medical students: “Your patient has no more right to all the truth to know [about his 
condition] than he has to all the medicine in your saddlebag…. He should get only just so 
much as is good for him…..” as cited in (Coulter et al., 1998, P. 9). In the practice of 
modern medicine, the relationship between doctor and patient has changed dramatically 
from the time of Dr. Holmes. Currently, patients are more likely to challenge the doctor 
about the best diagnostic approaches, and they want to know more information about 
their condition and treatment options. The “doctor as authority” relationship is shifting 
toward a relationship of joint decision making, leaving behind the traditional doctor- 
patient relationship for something far more interactive and collaborative (Coulter et al., 
1998). 
Patient information improved the communication between healthcare providers 
and primary health care physician and patients. “Communication is a fundamental 
instrument by which physicians, staff, and patients related to each other is crucial for 
proper medical and nursing care” (Arabi et al., 2012, P. 5). Good communication 
between inpatient physicians and outpatient physicians is very critical to provide patient 
safety, and poor communication lead to adverse events that occur shortly after discharge 
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from hospital (Roy et al., 2005). Discharge information contains an important of the 
information transfer between the inpatient and outpatient physicians (O'Leary et al., 
2009). Communication between inpatient physician and post hospital care team is 
essential to provide a safe transition for patients. Studies found that patient follow-up 
with physicians who have access to the hospital discharge summary was associated with 
a decreased risk of re-hospitalization (Halasyamani et al., 2006). A poor communication 
between patients and physicians has been related to serious adverse results. In general, 
discharge summaries are the best way hospitals communicate with the family doctors 
(Van Walraven et al., 2002).  
Discharge summaries can improve patient health care services only if they are 
sent to the follow-up physicians. This is very important factor because patients saw from 
one to three different physicians after discharge form the hospital. Primary health care 
physicians want source of information regarding their follow-up patient after discharge 
from the hospital, such as interim discharge reports telephone calls to hospitals 
physicians because patients cannot give the doctors fully informed details about their 
time in the hospital. In general, patients are an unreliable substitute for a discharge 
summary (Van Walraven et al., 2002). Van Walraven et al. (2002) found that discharge 
summaries improve patients’ knowledge, satisfaction, and summary dissemination 
because patients become responsible for giving their discharge summary to the follow-up 
physicians.  
Arabi and colleagues (2012) examined the incidents reports in the hospitals in 
Saudi Arabia in the intensive care units. They found that ineffective communication is a 
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major factor in medical errors in 60 to 70% of serious incidents. Poor communication 
between physician and patients and between physicians and other health care providers is 
an important cause of medical errors. Arabi et al. suggested to improve communication, 
health care services should use structure tools such as the situation-background-
assessment-recommendation technique (2012). The SBAR (Situation-Background-
Assessment- Recommendation) is a technique which works to provide a framework for 
communication between health care providers team about patient’s health condition 
(Institute for Healthcare Improvement, n.d.).  
UPatient Rights 
The Ministry of National Guard-Health Affairs (2014), stated regarding patient 
rights in the health care services: 
The patient and his family are entitled to have a complete explanation of the 
medical procedures required for his treatment including any potential 
complications, which he might be liable to due to the treatment and in cases 
where communicating this information to the patient might affect his health, it 
will be relayed to his family where an informed consent will be obtained. The 
patient and his family will receive necessary education and directions for the 
medications and diets as ordered by healthcare workers in order to benefit from 
treatment (P.1). 
According to the Ministry of Health (MOH) in Saudi Arabia on patient rights, the 
patient rights in the health care field, include 
The patient and his/her family are entitle to ensure that the patient or his/her legal 
guardian is fully clearly informed about the case and health status in an 
understandable language, The patient and his/her family are entitle to have an 
appropriate mechanism to educate then enough to deal with the patient’s medical 
condition. Provide the patient or his/her legal guardian with complete and updated 
information about the diagnosis and treatment in an understandable language, 
Introduce the patient to the identity and professional status of the health care 
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providers responsible of his treatment, and inform him/her in case there are 
licensed trainees in the medical team. Discuss the potential complications, risks, 
benefits and the alternatives to the proposed procedures - if any- with the patient 
or his/her legal guardian and Inform the patient of the kind of interventions, 
medications and the radiology used in the treatment; there efficiency and safety 
(Ministry of Health – Kingdom of Saudi Arabia, 2011, P.2 & 3).  
Studies found that discharge summaries were available for 15.2% of patients at 
their first follow-up visit after discharge form hospital and available for only 8% of 
patients at initial visits (Van Walraven et al., 2002). Also, Gandara et al. (2009) 
investigated discharge summaries and found that discharge summaries are often missing 
essential information such as diagnostic test result in 33 to 63% of summaries, treatment 
intervention in 7 to 22% of summaries, discharge medications in 2 to 40% of summaries, 
test results in 65% of summaries, patient or family counseling in 90 to 92% of 
summaries, and follow-up plans in 2 to 43% of summaries. Regarding missing 
information from discharge summaries, one study found that primary health care 
physicians were unaware of 62 percent patients’ laboratory tests or results that were 
pending on discharge (Horwitz et al., 2013). 
UTypes of Discharge Instructions 
UManual Discharge Summary 
There are three main types of discharge instructions given in the modern health 
care system. They are the instruction note, pre-format instruction sheet, and the 
information sheet. The instruction note is simply a set of instructions written by hand or 
typed on plain paper without the use of any standard format, graphics or the assistance of 
computer programs. The advantage of the instruction note is that it is tailored to each 
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patient. The disadvantages are a lack of some desirable features such as graphics, lack of 
structure, limited usefulness due to poor handwriting, and that they take a long time to 
prepare (Taylor & Cameron, 2000). 
The pre-formatted instruction set is a set of instructions written by hand on a pre-
formatted document. The patient instructions are simply completed under a particular 
heading that is designed to be comprehensive for all aspects of discharge self-care. The 
advantages of the pre-format instruction summary are that they assure simple language 
are, organized under a particular heading, are tailored to the patient’s treatment with less 
concern about physician writing but more structured information. They encourage the 
health care provider to be concise and quick and easily transfer the information to the 
patient record. The main disadvantages are that the standard forms take a long time to 
prepare and provide limited detail in regard to specific patient concerns (Taylor & 
Cameron, 2000). 
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Example of discharge instruction sheet from Royal Hospital Accident & 
Emergency Department  
Patient’s name: ………………………………………………………………… 
This form provides you with initial instruction about your medical care. Please keep this 
and take it with you in case you need further care. 
You were seen today by Drs. ………………………………………….… (house officer) 
                                                  ………………………………………………(Specialist) 
Your diagnosis …………………………………………………………………………... 
Expected course of the illness …………………………………………………………… 
Potential complications which may occur ………………………………………………. 
Instructions: 
……………………………………………………………………………………………
……………………………………………………………………………………………
……………………………………………………………………………………………
……………………………………………………………………………………………
……………………………………………………………………………………………
……………………………………………………………………………………………
…………………………………………………………………………………………… 
Medication prescribed (name, dose, frequency, purpose): 
1. …………………………………………………………………………… 
2. …………………………………………………………………………… 
3. …………………………………………………………………………… 
Continue/change your usual medication ………………………………………………… 
Return to the emergency department if …………………………………………………. 
Follow up with ………………………………………………………………. 
At phone No …………………………………………………………………. 
Follow up within …………days……………………………. weeks…….... 
Instruction given by:  
Name……………………………………………………………………………………. 
Signature………………………………………………………………………………… 
I have received and understand these instructions 
Name…………………………………………………………………………
……… 
Signature……………………………………………………………………. 
Date …………………………time …………………………………………. 
Figure 1. An example of pre-format instruction sheet. 
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An information sheet is a pre-printed educational document that is prepared for 
one particular type of disease. The advantages are that it is immediately available, cheap, 
reproducible, and designed to include simple language and graphics. The disadvantages 
are that it is tailored to a disease rather than a patient, it gives inadequate instruction in 
regard to specific patients, it can be difficult for some patients to understand, and it may 
require more supplementations compared with other instructions (Taylor & Cameron, 
2000). 
UElectronic Discharge Summary 
Electronic discharge addresses the deficiencies on the manual discharge summary. 
Electronic discharge is most effective communication across primary and secondary 
health care clinics. Electronic discharge is an integral part of the medical records and 
improves quality of care and outcomes. Electronic discharge allows health care providers 
to review patient’s current situation and what is required implementation (Craig, Callen, 
Marks, Saddik, & Bramley, 2007).  
Many studies found that the role of electronic discharge summaries in bridging 
the relation between primary and secondary health care, improving continuity and 
ultimately health care, and patient outcomes. Benefits of electronic discharge summaries 
are providing cost effective, timely, more legible, simple, accurate, which increases 
information patients’ safety and ultimately improves the quality of care (Craig et al., 
2007). 
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Electronic discharge summaries save handling, operations, equipment and social 
costs. According to Craig et al. “The electronic discharge summary provides a number if 
benefits to both doctors and patient by facilitating improvements in continuity of care and 
the quality of patient outcomes by reducing any fragmentation existent between sectors” 
(2007, P. 33).   
UPurposes and Advantages of Discharge Instructions 
Researchers have found many benefits and purposes of discharge instructions 
among patients and their families, health care professional, and health care services. 
According to Taylor and Cameron (2000), the primary purpose and advantages of 
discharge instruction, are the protection of the patient (health outcomes) and medical staff 
(malpractice liability), improvement of patient and medical staffs’ education, 
improvement in quality assurance, and reinforcement of verbal instructions. Also, good 
quality information for patients can help prevent diseases, promote self-care, support 
treatment choices, and improve clinical care (Coulter et al., 1998).  
In addition, there are a variety of purposes for the patient report that assisting the 
client such as: helping the patient understand the wrong course of self-care and assist in 
establishing proper self-care, understanding possible and/or likely prognosis, when and 
how to initiate additional consultations, understanding the treatment process and 
outcomes of treatment, learning about available support services, and  providing 
reassurance and help the patient coping with illness, treatment and prognosis. Further, the 
patient report can aid the client in understanding how to seek assistance for on-going 
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concerns by identifying further information and the best health care providers to address 
the patient’s on-going needs (Coulter et al., 1998).  
From the health policy perspective, health information is designed for the public 
to improve the health care system in a number of ways. These educational approaches are 
promoting better health and preventing illness, improving self-care, improving treatment 
decisions, and improving the effectiveness of clinical care (Coulter et al., 1998). 
Additionally, patients may make medical errors during transfer from the hospital to 
home. A complete discharge summary can play an important role in decreasing the rate 
of medical errors and readmission (Legault et al., 2012).  
The transition of health care from the hospital to home without discharge 
summaries can put patients at high risk of having adverse drug events, readmission, or 
death (Gandara et al., 2009).  
Preventable or ameliorable adverse events have been reported to occur in 12% of 
patients in the period immediately following hospital discharge. A potential 
contributor to this is the inadequate transfer of clinical information at hospital 
discharge. The discharge summary comprises a vital component of the 
information transfer between the inpatient and outpatient settings. Unfortunately, 
discharge summaries are often unavailable at the time of follow-up care and often 
lack important content (O'Leary et al., 2009, P.213). 
The association between absence of discharge summaries and readmission is 
strong. Van Walraven et al. determined the relationship between delivery hospital 
discharge summaries and the risk of hospital readmission. They found that 27.0% of 
patients who did not receive discharge summary were readmitted to the hospital within 
the first three months after discharge (2002).  
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UHospital Readmission 
Hospital readmission is a very costly process for both human resources and 
finances. Studies found that patient who get information and detailed post-discharge form 
hospital are 30% less likely to be readmitted to the hospital or visit emergency room 
compared to patient who did not get any post-discharge information. Another study found 
that 12% of patients develop new or worse symptoms after discharge form hospital. Also, 
one study found that adverse drug events can develop in 23-49% of cases after discharge 
(Mahrous, 2013).  
The Agency for HealthCare Research and Quality (AHRQ) found that nearly 20% 
of patients within three weeks after discharge experienced adverse events, and 75% of 
these events could have been prevented. Also, medical complications, infections, 
procedural complication, and adverse drug events are most common complications after 
discharge form the hospital (2014). 
The AHRQ in the United State is working to reduce the rate of the readmission 
through project started in 2012 among the Medicaid population. Reducing readmission is 
a national priority for patients, providers, and policymakers seeking to achieve. The main 
objective of the reducing readmission project is to improve health and enhance care with 
low cost. In general, hospital readmission is very costly, frequent, and highly variable. In 
the past several years, the Centers for Medicare and Medicaid Services (CMS) and the 
Center for Medicare and Medicaid Innovation (CMMI) have created incentives, instituted 
penalties, and provided technical assistance to providers and communities to improve 
health care and reduce hospital readmission. They are some of the mostly used tools and 
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best practices for reducing hospital readmission (2014). AHRQ (2013) reduces the 
readmission by identifying evidence-based strategies and adapting the best transitional 
care needs. The AHRQ was developed over 2-year period using quality improvement. 
The AHRQ updated the CMS Discharge Planning Conditions of Participation and applied 
it to Medicaid patients. This included pushing hospitals to improve transitions in care to 
reduce the rate of readmission for all. 
The AHRQ (2013) investigated by obtaining qualitative insights in to know why 
readmission occurs. They found that a 46 –year-old-Spanish-speaking patient was 
hospitalized six times and visited emergency room three times in one year. The AHRQ 
found through interview “The patient received instruction in English, and her 12-year-old 
daughter was asked to translate. The patient had poor understanding of prescription 
instructions” (P.14). The main finding from this situation is there is a lack of 
confirmation that patient understands the educational materials.  
Customized written information should be given to the patient before discharge 
from the hospital and it should be written at an elementary reading level. Also, this 
information should be tailored individually and be written at the third-grade reading 
level. The language used in the written information should be in the patient’s preferred 
language and include which symptoms to watch for, what to do, and whom to call.  
Regarding medication, written information should explain what to take, when, why, and 
how, as well as what side effect to look for. Also, it should explain what to do and who to 
call if side effects develop. In addition, physicians should discuss with patients about who 
gets medication and identify any financial barriers with patients. Also, discharge 
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summaries should be complete at the time of discharge (Agency for Healthcare Research 
and Quality, 2014). 
The AHRQ stated that written information should be written at a third or fourth 
grade reading level, use patients’ preferred language, include the reason for admission to 
the hospital, including plain language the list of medications, dosage, and times to take 
them, include follow-up appointments with office contact information, and include the 
symptoms to watch for, what to do about them, and whom to contact if symptom arise 
(Agency for Healthcare Research and Quality, 2014). 
Social workers and discharge planners at the Virginia Commonwealth University 
(VCH) Health System were working to improve patient education at the time of 
discharge from hospital. They found that written materials should be provided at the basic 
learning level. They found that eighth grade patient only have a third grade reading level 
and a high school patient cannot understand specific clinical and medication instruction. 
They found that some patients are unaware of why they are taking certain medications, 
when they should take it, what side effects to look for, and what food to avoid when 
taking the medication. According to the American Medical Associated “a good way to 
address Medicaid patients with limited reading comprehensive in a nonthreatening 
manner is to ask, “How comfortable are you with your reading skills?” (Agency for 
Healthcare Research and Quality, 2014, P.44). Van Walraven et al. said that “When the 
discharge summary dissemination was added to this model, we found a trend toward 
decreased risk of readmission within three months if patients were seen in follow-up by a 
physician who had received the discharge summary” (2002, P.189). 
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Protection of the patients and medical staff is a one of the main purposes of the 
discharge summary. According to Taylor and Cameron (2000), the primary purpose of 
the discharge instruction is to improve the communication between patient and physician. 
Also, discharge instruction plays a major role in assisting the patient with ongoing 
disease management and protecting them against any complications and confusion 
resulting from any ignorance. On the other hand, comprehensive discharge instructions 
may help protect medical staff from fault and malpractice litigations. Comprehensive 
discharge instruction addresses all relevant aspects of ongoing condition management. It 
is important for the hospital to keep the copy of the discharge instruction receipt on the 
medical records. Also, the patient should sign an acknowledgment of their receipt of the 
information. All of these processes can help protect patients and medical staff from 
litigation (Taylor & Cameron, 2000). Also, Perera et al. suggested that discharge 
summaries should be saved and recorded for future reference because it can help improve 
health care services and patient care (2012).  
Giving patients’ information about their medical condition and treatment is a part 
of the ethical principle of patient autonomy and promotes greater clinical effectiveness 
outcomes and efficient use of resources. Also, it increases the likelihood of positive 
benefits between health communication and health care outcomes for the patient (Coulter 
et al., 1998).  
Patient recovery from disease is often incomplete after discharge and need extra 
care at home. Most patients require to ongoing management and evaluation after 
discharge. Changes in care environments lead to negative effects, especially to elderly 
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patients and patients with multiple medical issues. Several studies have identified that 
errors commonly occur around the time of discharge from the hospital. One study found 
that 1 in 5 patients experience an adverse event, such as injury. Also, studies found that 
approximately 62% of adverse events could be either ameliorated or prevented. In 
addition, 11% of patients had an adverse event and 18% of events are attributable to the 
discharge process (Halasyamani et al., 2006).  
Patient failure to understand discharge information is one of the top eight patient 
dissatisfies in the health care services (Mahrous, 2013). Studies found that patients not 
understanding discharge medications, dietary restrictions, and lifestyle changes can lead 
to an ineffective care transition from the hospital to home or other setting (Halasyamani 
et al., 2006).  
One study reviewed 94 studies about transitions of older people from the hospital 
to home from 1985 to 2000. This study found that there is a correlation between 
transitions of older people and high rates of preventable poor post discharge outcomes. 
Examples include multiple comorbid conditions, functional deficits, cognitive 
impairment, emotional problems, and poor general health behaviors. This study found 
that poor discharge summaries were associated with negative outcomes in older patients 
which include breakdowns in communication between health care providers and across 
health care agencies, inadequate patient education, poor continuity of health care, and 
limited access to services (Naylor et al., 2004). A study found that 22 percent of patients 
suffered a negative impact on their health because an absence or delay in receiving a 
written discharge summary (Craig et al., 2007).  
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Discharge instructions contain valuable educational material for patients to 
manage present and future illness, especially for chronic health conditions such as 
asthma. Also, comprehensive discharge instructions can be a useful learning exercise for 
the medical staff. Through the discharge instruction process, medical workers become 
cognizant of individual issues, including natural history, potential complications, and 
follow-up requirements of the diseases they treat. All of these processes can improve the 
education among medical staff and patients (Taylor & Cameron, 2000). 
Occasionally healthcare providers may lack information and knowledge regarding 
certain treatment options and their effects. The solution is to give patients printed 
educational material for their information and to use in discussion with health care 
providers (Coulter et al., 1998).  
Comprehensive discharge instructions in the hospital can be used in quality 
assurance activities to assess the quality of care provided. A copy of patient discharge 
instructions on the medical record can be examined to assess the general quality of care, 
assess the services provided to the patient, and can be used to compare treatment methods 
provided with other options available. All of these can work to improve the quality of the 
hospital and the medical care provided (Taylor & Cameron, 2000). 
Discharge instruction should be seen as a complete process, not a replacement for 
verbal instruction. Verbal instruction between heath care providers and the patient is an 
essential and critical component between patient and doctor and helps the doctor to 
ensure that the patient completely understands the instructions while also providing the 
patient an opportunity to ask questions (Taylor & Cameron, 2000). 
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Discharge instruction has some psychological effects as well. Several studies 
found that preoperative information given to the patient could improve the patient’s sense 
of well-being after surgery. The studies found that well-informed patients tend to be less 
anxious, more quickly returned to mobility, and more satisfied with the health care they 
received in the hospital (Lithner & Zilling, 2000). 
Janis (2013) investigated the relationship between discharge information and 
stress levels among post-surgery patients. He found that patients are who were given 
release information have less negative reactions compared to patients who did not receive 
any information. Sheard and Garrud investigated clinical outcomes between two different 
groups of patients (2006), and they found that written informational materials have 
positive impacts on a patient’s health outcomes. They found that patients who received 
written discharge information materials have less anxiety, less pain, report feeling better, 
and have increased satisfaction compared to patients who did not receive discharge 
information. Also, they found less anxiety among parents who received a leaflet about 
their child’s health condition.  
Coulter et al. found that the anxiety, psychological distress, and dissatisfaction 
level among inpatients who received any information about their health and treatment 
was low. Also, they found that depression and anxiety levels decreased among breast 
cancer patients who were provided with information about breast cancer (1998). 
Many forces are pushing hospital in the United State to improve their discharge 
process to reduce the rate of readmission and emergency department visits after 
discharge. A group of researchers from Boston University Medical Center developed a 
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set of activities and materials to improve the discharge quality, which is called the Re- 
Engineered Discharge (RED). Research found that RED programs have an effectively at 
reduce the rate of hospital readmission and post- hospital emergency room visits. The 
Agency for Health Research and Quality (AHRQ) in the United States collaborated with 
Boston University Medical Center (BUMC) to develop the RED project. RED is 
supported by funding from the National Heart, Lung, and Blood Institute (NHLBI) and 
from AHRQ (Agency of Healthcare Research and Quality, 2013).  
Re-Engineered Discharge (RED) contains 12 steps. They are; 
1. Ascertain need for and obtain language assistance, 2. Make appointments for 
follow care, 3. Plan for the follow-up of results from tests or labs that are pending 
at discharge, 4. Organize post discharge outpatient services and medical 
equipment, 5. Identify the correct medicines and a plan for the patient to obtain 
them, 6. Reconcile the discharge plan with national guidelines, 7. Teach a written 
discharge plan the patient can understand, 8. Educate the patient about his or her 
diagnosis and medicines, 9. Review with the patient what to do if a problem 
arises, 10. Assess the degree of the patient’s understanding of the discharge plan, 
11. Expedite transmission of the discharge summary to clinicians accepting care 
of the patient, 12. Provide telephone reinforcement of the discharge plan (Agency 
of Healthcare Research and Quality, 2013, P. 1).  
The hospital discharge is a difficult and complex process and needs 
communication among the inpatient care teams, outpatient care teams, the patient, the 
patient’s caregivers, and community services. Hospitals in the United States have many 
opportunities to improve the hospital discharge process. There are some contributing 
factors which can affect the discharge process, including delay of transfer of discharge 
summary from inpatient physician to primary care doctor. This delay leads to the primary 
doctors being unaware of tests and procedures that were done during hospitalization. 
Also, this leads to primary doctors being unaware about what conditions still need 
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attention. In addition, some test results can be incomplete upon discharge of the patient. 
This means that results will not be included in the discharge summary, and the primary 
doctor will not receive the results. Also, some patients did not fully understand their 
health condition and do not realize that he/she needs to make an appointment after 
discharge form the hospital for procedures or tests result. Similarity patients could be 
unable to make an appointment because lack of transportation or unavailability of 
doctors. Studies found that more than one to three patients needed to more care after 
leaving the hospital, such as lab test and failed to get this appointment (Agency of 
Healthcare Research and Quality, 2013).  
Also, one of the most contributing factors is patients’ confusion about medication. 
Some patient are unsure about which medicine to take after leaving the hospital, 
especially when the patient was admitted to the hospital with medication. Inadequate 
patient education about which medication to take and which one to discontinue leads to 
patient failure take the needed medication taking, duplicate medication, or leads to 
adverse drug events (Agency of Healthcare Research and Quality, 2013).  
Many forces are pushing hospitals to improve the discharge process to prevent 
any adverse events. One such force is the National Quality Organization. This 
organization set standards to address deficiencies in discharge planning. The National 
Quality Forum (NQF) Safe Practice-15 set the key process for discharge planning 
especially for community health care providers. Quality Improvement Organizations’ 9PthP 
Scope of Work is a second force derived from the Quality Improvement Organization. 
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The goal of this organization is to help hospitals improve their discharge process (Agency 
of Healthcare Research and Quality, 2013).  
The third force is the people who want to reduce the prospective of the 
readmission payment. In its 2007 report to Congress, the Medicare Payment Advisory 
Commission (MedPAC) identified a potential savings of $12 billion per year by reducing 
preventable readmissions. In its June 2008 report, MedPAC recommended that Medicare 
adopt a bundled payment approach. This means paying a single provider entity 
(comprising a hospital and its affiliated physicians) a fixed amount to cover the costs of 
providing the full range of Medicare covered services delivered during an episode of care 
(e.g., the hospital stay plus 30 days after discharge). In April 2008, the Centers for 
Medicare and Medicaid Services (CMS) sought public comment on two proposals to 
revise hospital payments to provide hospitals with financial incentives to reduce 
avoidable readmissions. The first is to reduce payments for preventable readmissions. 
The second is to incorporate readmission rates into the calculation of performance-based 
payments in the value-based performance plan. The Hospital Readmissions Reduction 
Program included in the Patient Protection and Affordable Care Act of 2010 states that as 
of October 1, 2012, Medicare will reduce payments to hospitals with excess readmission 
rates for heart attacks, heart failure, and pneumonia (Agency of Healthcare Research and 
Quality, 2013).  
A study found that patients who received the RED have a 30 percent lower rate of 
hospital utilization within 39 days after discharge compared to patients who received the 
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usual health care. The cost of the RED patient is an average of $412 (33.9%) less than the 
patient who did not received RED (Agency of Healthcare Research and Quality, 2013).  
Why should hospitals in the United States use Re-Engineered Discharge (RED) 
projects? Actually, the RED project improves clinical outcomes by decreasing the rate of 
30- day readmission by 25 percent and decreasing the rate of emergency room (ER) visits 
from 24 percent to 16 percent. Also, the RED program improves patient readiness for the 
discharge summary and improves primary health care provider follow-up (Agency of 
Healthcare Research and Quality, 2013).  
The second reason why hospitals in the United States should use the RED project 
is because this project meets safety standards and improves documentation. In general, 
the RED project is accepted by some organizations in the healthcare including NQF Safe 
Practice and The Leapfrog Group for Patient Safety, and CMS. Also, the RED project 
meets Joint Commission Standards. In addition, the RED project functions a document 
for discharge preparation and helps patients understand the discharge plan (Agency of 
Healthcare Research and Quality, 2013).   
The third reason why hospital in the United State should use RED because the 
RED program improves return on investment by reducing the cost of healthcare to $412 
per patient. The fourth reason RED should be used in the hospital is because the RED 
program improve patient centeredness and hospital’s community image through 
improving patient and family satisfaction and improving high quality facilities in the 
hospital (Agency of Healthcare Research and Quality, 2013).  
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One component of the RED project identifies the correct medicines and makes a 
plan for the patient to obtain and take them. Through this project, health care providers 
should review all medicine lists with inpatient and review the patient’s reports of what 
they are taking. Also, health care providers should explain what medicines to take and 
emphasize any changes in the regimen. In addition, they should review the purpose, how 
to take, and side effects for each medications with patients. Also, they should assess 
patient’s concerns about the medicine plan (Agency of Healthcare Research and Quality, 
2013).  
The RED project educates the patient about his or her medical diagnosis through 
researching the patient’s medical history, current status, and communicates with the 
inpatient team regarding post discharge. In addition, the RED project meets with the 
patients, family, or other caregivers educate them and prepare for discharge (Agency of 
Healthcare Research and Quality, 2013).  
RED assess the degree of patient understanding through use of the teach-back 
technique. The teach-back technique is when healthcare providers ask patient to explain 
information in their own words. Also, RED project delivers the discharge summary 
within 24 hours of discharge. In addition, RED calls the patient after 3 days to reinforce 
the discharge plan and answer the patient questions (Agency of Healthcare Research and 
Quality, 2013).  
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UPatient Safety 
Discharge from the hospital is a major source of risks to patients (Walston, Al-
Omar, & Al-Mutari, 2010). During transition of care from hospital to home patient safety 
become jeopardized (Coleman & Berenson, 2004). Patient safety as a public concern that 
has received attention in the health care field, especially after the U.S. Institute of 
Medicine release two reports regarding patient safety. The first of these, “To Err Is 
Human,” reviewed the literature on adverse events or injuries from medical care. After 
discharge form the hospital, patients may be at risk to injuries because they may still have 
functional impairments or because discontinuities of treatment. In some situation, patients 
may be leave the hospitals “quicker and sicker” (Forster, Murff, Peterson, Gandhi, & 
Bates, 2003). Also, Walston et al. defined patient safety as freedom from any injuries 
during their stay in hospital for health care (2010).  
Forster et al., 2003 investigated 400 consecutive patients who were discharged 
from hospital to home to determine the incidence and severity of adverse events affecting 
patients after discharge from the hospital to home. They defined “adverse outcomes” as 
any new or worsening symptoms and unanticipated visits to health care for tests or 
treatments. “An adverse event” refers to any injuries resulting from medical management 
rather than the underlying diseases. “A preventable adverse event” refers to any injuries 
resulting of an error or a system design flow. “An ameliorable adverse event” refers to 
any injuries whose severity can be reduced by actions or procedures.  
They found that one in five patients experienced negative adverse events during 
transition from the hospital to home. These events ranged from serious laboratory 
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abnormalities to permanent disabilities. They found that 76 of 400 patients had adverse 
events after discharge (19%). In addition, 23 patients had preventable adverse events 
(6%). Also, 24 patients had ameliorable adverse events (6%). Regarding injuries, they 
found that 3% of patients had injuries related to serious laboratory abnormalities and 17% 
of patients had injuries related to procedures after discharge. Also, they found that 65% 
of patients had symptoms, 30% had symptoms associated with a nonpermanent disability, 
and 3% had permanent disabilities. In addition, adverse drug events were the most 
common injuries by 66% (Forster et al., 2003).  Another study examined patients after 30 
days of discharge and they found that between 12 to 25% of patients were complications 
and were required to return to the hospital in the intensive care unit (Coleman & 
Berenson, 2004).  
According to patients’ safety in health care setting, Cook, Render, and Woods 
determined that 
The patient safety movement includes a wide variety of approaches and views 
about how to characterize patient safety, study failure and success, and improve 
safety. Ultimately, all these approaches make reference to the nature of technical 
work of practitioners at the “sharp end” in the complex, rapidly changing, and 
intrinsically hazardous world of health care. It is clear that a major activity of 
technical workers (physicians, nurses, technicians, pharmacists, and others) is 
coping with complexity and, in particular, coping with the gaps that complexity 
spawns. Exploration of gaps and the way practitioners anticipate, detect, and 
bridge them is a fruitful means of pursuing robust improvements in patient safety 
(2000, P.791).  
 Gaps are discontinuities in patient care. They may appear in different way such as 
losses of information or momentum or interruptions in delivery of care. For example, loss 
41 
 
of transfer information from one facility to another as when a patient is discharged from 
the hospital (Cook et al., 2000).  
UMedical Errors 
Medical errors are one of the nation’s leading causes of death and injury in the 
United States. Institute of Medicine reported that 44,000 to 998,000 people yearly die as 
a result of medical errors. The Agency for Healthcare Research and Quality (AHRQ) 
reported, “This means that more people die from medical errors than from motor vehicle 
accidents, breast cancer, or AIDS” (2000, P.1). Medical errors can happen when medical 
care does not work out. In addition, medical errors can occur in hospitals or the patient’s 
home. Also, medical errors can happen during a medical procedure or during daily 
routines. According to the Agency for Health research and Quality, medical errors can 
happen when physicians and patients have poor communication about a patient’s health 
condition. Studies found that patients who are uniformed about their health status and 
treatment plan lead to patients who are unaware of the physician’s treatment plan. Also, 
researchers found that patients who are involved and informed about their health care 
tend to have better health and positive outcomes (2000). 
“The single most important way you can help to prevent errors is to be an active 
member of your health care team” (Agency for Healthcare Research and Quality, 2000, 
P.1). The Agency for Health research and Quality asked patient to ask their physician for 
written information about their medical prescription and include medication use 
instructions and side effects. Studies found that written information about medications 
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can help patients to be aware about side effects. Also, this information can be given to the 
doctors during transitional care (Agency for Healthcare Research and Quality, 2000). 
 During the hospital stay, the Agency for Health research and Quality asked 
patients when they are being discharged from the hospital to ask their physician to 
explain the treatment plan and what to do at home. This included information about 
medication, finding results, and resuming regular activities. The Agency for Health 
Research and Quality found that a lot of written information is not good for patient. The 
agency found that it is good for the patient to know some information about test results 
and conditions, and treatment better than know too much information. Studies found that 
most of the physicians during discharge think that patient understand more than they 
really do about their health condition and what they should or should not do when they 
return home (Agency for Healthcare Research and Quality, 2000).  
In the kingdom of Saudi Arabia, the rate of the medical errors in the obstetric 
department were 27% and 17% in the general surgery. In these days, Saudi Arabia is 
reducing the adverse events of medical errors through encouraging medical error 
reporting and identifying reasons for medical error. Also, Saudi Arabia working to use 
previous errors as an educational exercise and quality improvement tools, but 59.8% of 
errors kept confidential to avoid punishments. Alsafi et al, investigated to identify the 
factors that hinder or promote physicians in Saudi Arabia report medical errors. Alsafi 
and collogues found that 3.3% of the medical errors in Saudi Arabia might have lead 
patient deaths.  Alsafi and colleagues found through their study 33.7% of physicians 
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agree with “I do not want to lose my good relationship with my colleagues” and 16.8% of 
them agree with “I might be reported by my colleague in turn” (Alsafi et al., 2011).  
The incidence and prevalence of medication errors in Saudi Arabia is unknown.  
Some studies reported that 35% of medication in Saudi Arabia given without any 
prescription. Also, one study reported that the incidence of medication errors in Saudi 
Arabia was from 8 to 56 per 100 medication orders in inpatients (Aljadhey et al., 2014).  
Medication safety as patient safety is a global concern in the health care system. 
Medication safety in Saudi Arabia has not been developed and explored yet. Aljadhey 
and colleagues (2014) investigated the perspectives of health care providers about 
medication safety practices. They found that lack the communication between health care 
providers and professionals and patients lead to lack of medication safety in Saudi 
Arabia. 
The factors that contribute medication errors are lack of communication between 
healthcare providers. Aljadhey et al. found that lack communication between health care 
providers lead to medication errors. They said that “The patient comes to me. I tell him 
one thing. He or she goes to the nurse, and she tells him another thing, and the pharmacist 
tells him something else. Then the patient is confused, so, we need to have a standardized 
communication tool” (2014, P. 329).  
Another factor can contribute in the medication errors in hospital in Saudi Arabia 
is a lack of communication between healthcare providers and patients. Aljadhey et al. 
found that lack communication between physicians and patients play an important role 
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increasing the rate of medication errors in Saudi Arabia. The pharmacist said that “There 
is no time for the community pharmacist to give counseling to patients, and ever if he 
wants to, there is no private area for counseling” (2014, P. 329).  
Social factors in Saudi Arabia play as contributing factors, female patients cannot 
talk freely with males and vice via (Aljadhey et al., 2014). Aljadhey and colleagues 
(2014) found that communication between health care providers and patients is critical in 
clinical practice. A study found that few patients in Saudi Arabia discuss with health care 
providers. A systematic review in Saudi Arabia found that present difficulties in 
communication occur among health care providers and among patients at hospital 
discharge. A study found that 725 of the physicians have written medication information 
with low quality prescription.  
UDisadvantages of Discharge Instructions 
Patients should completely understand the discharge instructions and have a 
motivation for compliance. In general, no particular version of written and verbal 
discharge instructions guarantees that patients will comply with recommendations. 
Patient discharge information is critical instruction to improving clinical outcomes and 
reducing hospital readmission, but is not fail-safe (Polster, 2015). Studies have found that 
35% of patients who read written information regarding anesthesia become worried 
about, particularly adverse complications as compared to patients who did not know 
anything. Also, patients reading the educational materials and not understanding them 
can lead to adverse effects for patients’ health behaviors and outcomes. Also, poor 
communication of information or provision of misinformation can create the same 
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negative consequences (Coulter et al., 1998). Some studies have found that discharge 
instructions fail to improve the health communication and patient outcomes, therefore 
failing in their primary purpose (Taylor & Cameron, 2000). The following are some 
disadvantages of discharge instructions: 
Some written information does not include enough detail about the patients’ 
current conditions, treatments, procedures, and post treatment instructions. Also, poor 
quality information provided too late, and information not addressing the clients’ 
concerns can fail to improve the primary purpose of patient informational materials 
(Coulter et al., 1998). 
     Patients should understand the discharge instructions adequately to participate 
effectively in the treatment of their health conditions. Also, the physician should realize 
that some patients have low or limited literacy. All of these issues can effect patients and 
can be a barrier to providing optimum health care. If the patients cannot read them, the 
discharge instructions will not be used by the patients (Taylor & Cameron, 2000). 
Discharge instructions should be written at the reading comprehension level that 
the majority of patients can read and understand. Studies have found that the average 
reading level that is required to comprehend discharge instructions ranges from grade 6 to 
14 and 45 to 50% of patients in the emergency department were unable to understand the 
release instructions (Taylor & Cameron, 2000). 
Also, older people on average tend to have poorer health literacy than younger 
individuals (Taylor & Cameron, 2000). As a result, many authors make certain 
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suggestions in order to provide accessible and understandable discharge instructions to 
patients, which include simplification of discharge teaching in order to match patients’ 
literacy and instruction comprehension. Also, simply rephrasing may work to improve 
patients’ understanding of their discharge directions. For example, in explaining the 
dosage of a medication, the discharge instructions should be stated in a clearly 
comprehensible fashion such as “X times a day” instead of “every X hours.” Using 
cartoon or graphic instructions may work to improve comprehension. Some studies found 
that patients were more likely to read and comprehend written instruction with pictures, 
rather than without any pictures (Taylor & Cameron, 2000). 
In general, preparation of original discharge documents takes significant time to 
complete. In the discharge instructions section, the completion of pre- formatted 
instructions may take many minutes to make headings, informational material, and check 
boxes. These process may become shortened if completed with the assistance of 
computer software or programs. Some programs allow instructions to be generated by 
typing in keywords which expand the text. For example, typing an International 
Classification of Diseases diagnostic code will create all directions. Also, typing drug 
names will prompt the computer program to create all the information and instructions 
regarding the selected drugs. All of these can help to save time and provide efficient 
discharge directions (Taylor & Cameron, 2000). 
One of the significant problems regarding written discharge instructions is a 
deficit in personalized content information. Previous studies found that 78% of patients 
received discharge information with some informational gaps on their discharge 
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instruction sheets. Discharge instructions should include diagnosis, treatments, 
medications, home-care, and follow-up instructions. Massive deficits on the discharge 
instructions leads to increasing the risk of adverse events, and increasing the reutilization 
of resources, including repeat hospital visits and hospitalization. To address these kind of 
problems, improved discharge information with greater details and specificity are needed 
(Engel et al., 2012).  
UDesirable Features of Discharge Instruction 
The use of standard content improves the quality of discharge summaries 
(O'Leary et al., 2009). Some essential features should be included in the patient discharge 
instruction. These include: patient name, physician name, the purpose of discharge 
instruction, diagnosis/expected course, potential complications, patient instructions, 
medications, and follow-up instructions. All of these features are desirable, depending on 
the patient’s and medicolegal requirements. Also, some features do not need to be 
addressed in some cases (Taylor & Cameron, 2000). 
The patient’s name should be placed at the top of the page to be more relevant to 
the patient. Also, the name of the physician should be provided on the instruction sheet to 
improve the quality assurance. The primary purpose of the discharge instruction should 
also be included. The language used in the discharge instruction should be clear and 
simple to maximize readability and reliability. Also, pictures and cartoons work to help 
the patients to understand and work to catch patient attention. Also, all information 
should be presented in short sentences. Long sentences and paragraphs should be avoided 
on written discharge instructions. The dosage of discharge medication should be stated 
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clearly in terms of “number of times a day,” not hours (Taylor & Cameron, 2000). 
According to Taylor and Cameron (2000) “This recommendation has important quality 
assurance implications, and consideration should give to the use of discharge instructions 
as an emergency department performance indicator” (P. 89).  
Some information regarding current illness should be included in the patient's 
discharge instruction sheets. The information sheet has to include diagnosis, ordinary 
course related to the disease, and potential complications. All of these features work to 
provide the patients with realistic expectations associated with the natural course of the 
illness. Also, these help to reduce stress, promote management skills, maintain 
compliance with treatment, assist the patients with early recognition of complications, 
and minimize patient’s discontent (Taylor & Cameron, 2000). According to Long, the 
location, format, and description of diagnosis or procedures should be placed in discharge 
summaries with high visibility to be more usable (2005).  
Non-drug guidelines should be provided in the discharge instructions. These 
instructions work to improve patient’s self-management skills related to the illness and 
diseases. Also, medication prescribed should be provided on the discharge instructions 
which includes the name of the drugs, dose, frequency, purpose, and potential 
complications (Taylor & Cameron, 2000). 
The name and signature of the person who provided the discharge instructions to 
the patients should be provided on the discharge instruction sheets to improve 
medicolegal and quality assurance. According to Taylor and Cameron (2000), “a signed 
statement of receipt and understanding from the patient or guardian should be included” 
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(P. 89). This feature helps to promote clarification and protect the physicians through 
providing documentation of proof of receipt and understanding. Also, the date and the 
time of the receipt of the instructions should be provided in the discharge instruction 
sheets (Taylor & Cameron, 2000).  
Researchers recommended that hospitals should use structures and pre-formed 
discharge sheet in the all emergency departments. Also, developmental computer 
software should be created to facilitate the generation of discharge instructions. Also, 
“small” words should be used and big words should be avoided. For example, use 
“doctor” versus “physician.” Heath care departments should provide policies which work 
to provide best practice in the communication between patients and health care providers. 
For example, an automatic check system should be used to make sure that discharge 
instruction is given to all patients (Taylor & Cameron, 2000). Taylor and Cameron 
(2000) recommended that pre-formatted instruction sheets should be uniform across the 
health region, country, state, or nation. Also, uniform discharge instructions work to 
provide familiar features in all departments, and improve the quality assurance activities 
(Taylor & Cameron, 2000). Healthcare agencies should provide specific computer 
software to generate discharge instructions in a short time and develop all the required 
elements. Also, this software should be able to send instruction directly to the medical 
report department (Taylor & Cameron, 2000).  
UFactors Influencing the Discharge Process 
The transition of health care from hospital to the home is a critical and dangerous 
period for most patients. Health care providers should improve the coordination of care 
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between the health care setting and the “self” care or home setting. Some factors that can 
influence the discharge process include poor information transmission processes, 
inadequate training of medical staff, and inappropriate/inadequate time of/for patient 
education. All of these issues can prevent patients from having understood and 
internalized discharge information. Also, nervousness, home distractions, and poor health 
literacy can affect the discharge process and self-care outcomes (Long, 2005). Further, 
language barriers in settings where bi- or multilingualism is called for are often barriers 
to appropriate self-care upon discharge (Perera et al., 2012). Also, preexisting, low levels 
of health literacy has a negative influence on the discharge process (Wei & Camargo, 
2000). 
Educating patients about prescription medications is an essential part of discharge 
information. Many programs have been educating patients about prescriptions through 
written information sheets (Morris & Halperin, 1979). The Drug Regulation Reform Act 
of 1978 has enhanced drug labeling and Patient Package Inserts, (PPIs) to educate 
patients about a drug’s risks, potential benefits, and overall medication dosage and 
consumption instructions. PPIs have been found to develop self-medication skills and aid 
in the detection of side effects among patients. In addition, PPIs helped patients when 
they changed drugs, improved patients’ knowledge about food and drug interaction, and 
increased patient’s awareness. (Morris & Halperin, 1979). 
Morris and Halperin (1979) evaluated the effectiveness of written drug 
information. They were focused on the various forms of drug education including 
stickers, labels, multiple page brochures, and pamphlets. They found that written 
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instructions can improve patients’ critical information and help patients to understand. 
Also, they found that some patients prematurely discontinue taking treatment drugs 
because they do not know the importance of continuing treatment. With long-term 
therapy, researchers’ found that effective communication is very important to patients. 
Researchers noted regarding drug education, “Numerous studies have demonstrated that 
written information for the patients can be a useful aspect of a program to improve 
patients’ knowledge about their therapy” (Morris & Halperin, 1979, P. 51). Also, many of 
researchers suggested that verbal and written information regarding medication lists 
should be presented to patients. Studies found that written discharge drug instructions 
enhanced patient’s knowledge regarding drug side effects and special precautions (Morris 
& Halperin, 1979).  
Most patients go home with medications. In recent times there has been a major 
developing awareness and realization of the need for increasing patients’ knowledge 
concerning their medications at the time of discharge from the hospital. Inadequate 
education for patients about discharge medication can lead to an unsafe and inefficient 
administration. Holloway (1996) said that a lack of patient education and information 
given regarding medication, “resulted in patients being discharged with inadequate 
preparation, with insufficient knowledge and lack of understanding, [resulting in] unsafe 
and ineffective self-administration of medicine in the community….” (P.1169). For the 
patients admitted to the hospital for short-term treatment, education about medication is 
very necessary as much of their recovery will be self-monitored. Education about 
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medication should involve the timing, dosage, and possible side-effects for each 
medication (Holloway, 1996).  
Upon discharge from the hospital, the patient should be able to display a full 
understanding of his/her illness and medications. In the hospital, the patient often 
receives little or no instruction about medications, which can lead to the patient being 
readmitted to the hospital because they lack the skills to manage their drugs. One study 
showed that some hospitals were giving patients medication information and self-care 
instructions at one time shortly before discharge, and that it helped patients to understand 
both medication and self-care procedures (Holloway, 1996).  
The Self-Medication Program developed by Bird 1988 is an educational program 
that works to encourage patients to take responsibility for their medications. This 
program is improving patient’s knowledge regarding their drugs. Also, it enhances the 
quality of health education and communication between health care providers and 
patients (Holloway, 1996). The Royal College of Nursing’s Department of Nursing 
Policy and Practice, in the UK noted that,  
Each year many admissions to hospital medical wards are the result of 
inappropriate or ill-understood drug taking. [It should] Therefore, be the role of 
the nurse in conjunction with that of the pharmacist to educate the patient in a safe 
and efficient administration of his medication (Holloway, 1996, P. 1171). 
Holloway (1996) investigated patients' knowledge regarding their medication 
during discharge from the hospital. He used the Jane E Mezza note medication checklist 
design to determine the patient’s knowledge. Twenty patients participated in this study. 
Nineteen patients from among the participants were already taking medication before 
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being admitted to the hospital. Twelve of them could not name at least one of the drugs 
they were taking. Eighteen of them did not know the dosage for their medications. Just 
one of them knew the side effects of only one drug he/she was taking.  
Horwitz et al., 2013 defined timeliness, transmission, and content of discharge 
summaries as improvement factors. These factors can improve the quality of discharge 
summaries. They defined timeliness of discharge summaries as days between patient 
discharge date and dictation date. Transmission of discharge summaries is defined as 
sending the discharge summaries by fax or email to an outside physician who is 
scheduled to follow up with the patient post discharge form hospital. The content of 
discharge summaries means the information on it, such as diagnosis, laboratory results 
and medication lists. All of these factors can improve aspects of discharge summary 
quality among post discharge patients.   
UQuality of Patient Information Materials 
In 1998, Coulter et al. were working hard to raise the quality of patient 
information materials by evaluating discharge instructions such as DISCERN and SAM. 
DISCERN is an assessment instrument designed to evaluate the reliability and quality of 
written health information. SAM is a tool that is designed to assess the suitability of 
written health information under six main headings of content and cultural 
appropriateness. Written health information can become high quality when the 
information involved fulfills the requirements for both patients and health care 
professionals and when it increases patients’ knowledge and satisfaction (Sheard & 
Garrud, 2006).  
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In the US, the American Medical Association Standards (AMA) serve as a 
standard for quality of discharge summaries in health care services. This standard 
contains six essential components. These components dictate that discharge information 
should be based on essential critical elements that include psychological, social, and a 
functional needs assessment. Also, discharge information should be prepared 
comprehensively by an interdisciplinary team. In addition, discharge information should 
be assessed and planned early. Discharge information should be arranged before 
discharge to provide easy access for patient follow-up and, thus, seamless health care 
following discharge. Patients and caregivers should be able to understand the health care 
instructions and procedures. Finally, all health professionals, caregivers, and the patients 
should be informationally tethered together upon discharge (Clark et al., 2005).  
UThe Joint Commission Standards (JCS) 
The Joint Commission on Accreditation of Healthcare Organizations, (JCAHO) 
produces the Joint Commission Standards, (JCS). JCS are designed to assure quality 
control in the development and delivery of discharge summaries. JCS for patient 
discharge instruction in the health care system includes standards for assessing patients in 
the following criteria, such as “An assessment of the patients’ learning needs, abilities, 
preferences, and readiness which considers culture, religion, emotional barriers, desire, 
motivation, physical and cognitive limitations, language barriers and financial 
implications (for a patient)” (Clark et al., 2005, P. 57). Also, educating patients in various 
additional wellness areas that include: how to use medication and medical equipment, 
drug and food interaction, and nutrition education and counseling. JCAHO further 
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provides community resources designed to help patients know when and how to obtain 
medical treatment. Regarding ongoing health issues, JCAHO elucidates health care 
needs, provides information and skills to carry them out, and educates patients about how 
to maintain good hygiene (Clark et al., 2005). 
Also, JCAHO educates patients as an interactive process. According to JCAHO, 
discharge instruction should be provided to the patients and/or family. They stress that 
hospital plans, on-going health care support, and the coordination of activities and 
resources should be provided to the patient and/or family as an educational process 
(Clark et al., 2005).  
The Joint Commission for Accreditation of Healthcare Organizations (JCAHO) 
established a list of elements that should be included in each discharge summary. It 
included the reason for hospitalization, significant findings and results, procedures and 
care performed, treatment and services provided, the patient’s condition at discharge, and 
information provided to the patient or family. Regarding the medication, JCAHO 
advocates that discharge summaries should include an accurate list of all medications a 
patient is taking with name, dosage, frequency, and route (Gandara et al., 2009). Also, 
JCAHO requires the development and implementation of a process to collect, review, 
reconcile, and document prescribed medications at all points of health care transition, 
including hospital discharge (Halasyamani et al., 2006).   
The Joint Commission Standards mandates that discharge summaries be presented 
to all patients within 30 days of hospital discharge. In addition, all discharge summaries 
must include reason of hospitalization, procedure performed, care and treatment 
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provided, discharge condition, information provided to patient/family, and attending 
physician signature. Also, The Joint Commission Standards advocates a number of 
specific components must be present on the discharge summary, included discharge 
medications, follow-up instructions, and diet. All of these to support the patient through 
providing safety environment during care transition (Kind, Thorpe, Sattin, Walz, & 
Smith, 2012). The important thing in tailoring discharge information is to find out what 
information the patients need and want (Tierney, Worth, & Watson, 2000).  
URe-Engineered Discharge (RED) Toolkit 
Many factors and forces are pushing hospitals to improve their discharge process 
to reduce the rate of readmissions. Researchers from Boston University Medical Center 
(BUMC) improved the discharge process through developing a set of activities and 
materials. These activities and materials are called Re-Engineered Discharge (RED). 
Many studies found that RED has a positive effect and reduces the rate of readmission 
and emergency room visits (Agency of Healthcare Research and Quality, 2013).  
The rate of hospital readmission in the United States is high. It is approximately 1 
in 5 for patients. The Agency of Healthcare Research and Quality (AHRQ) found that a 
specific factors lead to readmission including delay transfer of discharge summary from 
hospital to primary health care physician. This delay leads the primary physician to be 
unaware about the tests and procedures that were done during hospitalization. Another 
factor is some test results are not complete by the time of discharge and not include in the 
patient’s discharge summary. In addition, some patients do not fully understand their 
medical condition and nature of their health problems. Also, confusion about medication 
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can lead to adverse events and readmission to the hospital. Especially, if the patient was 
taking medication before admission and doctor gave him new medication after discharge. 
This can lead to the patient failing to take the correct medicine or taking wrong dosage. 
All of these can increase the rate of readmission to the hospital or emergency room visits. 
The RED project pushes hospitals to improve their discharge process (Agency of 
Healthcare Research and Quality, 2013).  
The National Quality Organization (NQO) has begun to address the discharge 
planning. For example, the National Quality Forum (NQF) Safe Pratice-15 is a key 
process of an effective discharge plan, including communication discharge information to 
community providers. Also, the Quality Improvement Organizations’ 9PthP Scope of Work, 
included Patient Pathways. This is improving the discharge process through measuring 
the quality of care in the transition health care, reducing readmissions, and developing 
replicable strategies to sustain reduced readmission rates (Agency of Healthcare Research 
and Quality, 2013).  
Steps for delivery discharge summary according to the RED program, is start with 
gathering and entering all the information into software such as, Workbook, Workstation, 
or Word template and then give it to the patient. The healthcare provider should sit with 
patients and discuss each page carefully. The healthcare provider first should ask patient 
about his or her health beliefs because this can assist in the treatment plan. Some patients 
stop following the discharge plan in the second to third day after discharge. Also, some 
patients have decided to stop taking the medicine prescribed. After that the healthcare 
providers teach patients about their health problem, what caused it, and what the 
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treatment is. Also, open and ended questions with patients allows for more detail that can 
be helpful. For example, “What do you think has caused this problem? What do you think 
will help you get better so that you don’t have to come back to hospital?” (Agency of 
Healthcare Research and Quality, 2013, p. 37).  
The next step is sit with the patient in the patient’s room and teach them about 
lists of all their medicines. The health care provider should cover any changes in the 
medication, such as new medication, change in dose, or frequency. Also, explain what 
can do if they miss a dose, explain the reason for each medicine, how long the patient 
should take each medicine, explain the side effects, and finally ask the patient to bring all 
medication to the follow up appointments (Agency of Healthcare Research and Quality, 
2013).  
Before discharge from the hospital, the healthcare provider should make follow 
up appointments and review all the details with patients which included the date of 
appointment, time, and location. Also, they should discuss with the patient about how the 
patient will get to appointment through provide maps and direction. The main important 
thing is explaining to the patient the main purpose of that appointment. Also, to teach the 
patient to call the hospital if they need to reschedule the appointment. Give the patient the 
contact information which includes the phone number of hospital. In addition, ask the 
patient to bring the discharge summary to all appointments (Agency of Healthcare 
Research and Quality, 2013).  
After that, the healthcare provider should encourage the patient to ask if they have 
any questions. Studies found that most of the patients do not ask questions because they 
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thought the hospital staff is too busy to talk with them and answer their questions. 
According to the RED project, the health care provider can ask patients that encourage 
them to ask questions, for example, “That was a lot of information. I am sure you must 
have questions.” Regarding to this question “Do you have any questions?”, The RED 
project asked the health care provider to not ask the patient that question because most of 
the patients say no even if they have some question (Agency of Healthcare Research and 
Quality, 2013).  
The Ask Me program was developed to improve effective communication 
between providers and patients to encourage patient understanding. This program 
encourages the patient to ask three things before leaving the medical encounter. They are 
what my main health problem is, what I have to do, and why it is important for me to do 
this (Agency of Healthcare Research and Quality, 2013).  
According to the Re-Engineered Discharge program, the discharge information is 
very important to the patients because it can help the patient to better understand why 
should they take their medicine and keep their medical appointments. Also, discharge 
information allows patient to talk with family and friends about their health condition 
who can help you if they have any good ideas. In addition, discharge information helps 
the patient to make better decisions about their care (Agency of Healthcare Research and 
Quality, 2013).  
According to the Re-Engineered Discharge, the main goal of the discharge 
educator is to educate and advocate for the patient through preparing them and their 
caregivers for discharge from the hospital. The main role of the discharge educator is 
60 
 
collaborating with patients and the medical team about what happened to the patient 
during the hospital stay and what the patient should to do after leaving the hospital and 
returning home. In the RED project, the role of the discharge educator is to make sure 
that all elements of the RED program are available in the discharge plan (Agency of 
Healthcare Research and Quality, 2013).  
Discharge educators work with the medical team and hospital staff to review the 
discharge plan and identify any gaps. Also, they are working together to address gaps by 
arranging for appropriate services, such as diabetic education or a visiting nurse. In 
addition, discharge educators work to identify any barriers to complete patient’s 
discharge plan, such as transportation issues, cost of the medicine, or anticipated 
medicine side effects. Also, discharge educators create the After Hospital Care Plan 
(AHCP), an easy to understand discharge plan. Also, they teach patients to understand 
how they can take care for themselves once they go back home (Agency of Healthcare 
Research and Quality, 2013).  
UThe After- Hospital Care Plan (AHCP) 
The After- Hospital Care Plan is one principle of the RED program. It purpose is 
that all patients should leave the hospital with an easy to understand discharge plan. A 
discharge plan is a planned course of medical treatment that is given to the patient to use 
it after leaving the hospital. In general, the discharge plan is different form the discharge 
summary. The discharge summary refers to the summary of the medical aspect during the 
hospital stay and planned for the medical providers (Agency of Healthcare Research and 
Quality, 2013).   
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The AHCP presents all the required information that the patient need to prepare 
for the day between leaving hospital and the first visit with the outpatient care. The 
AHCP is designed to be easily and understood even by the patient with limited health 
literacy. The AHCP works through teaching patients how to take care of themselves 
when they go home from the hospital (Agency of Healthcare Research and Quality, 
2013). 
The components of the After- Hospital Care Plan (AHCP) in the discharge 
summary are; a personalized cover page that include the patient’s name, date of 
discharge, the name of the hospital, and name and contact number of the health care 
provider to contact him/her if there are any questions, lists of all medications with dosing, 
list of allergies, list of upcoming appointments include location of appointments and 
contact phone number, A30-day colored calendar showing the appointments, diagnosis 
information, patient record page which includes the  patient’s questions, concerns, and 
symptoms they want to discuss in the next appointment, test results, list of medical 
equipment that patient needs (when available), any advanced directions, diet 
recommendations, and exercise recommendations (Agency of Healthcare Research and 
Quality, 2013).  
The Patient information Workbook is an online website that works to guide 
healthcare providers step by step to make sure of all the patient’s information was 
collected to produce the After Hospital Care Plan (AHCP) and complete a RED discharge 
(Agency of Healthcare Research and Quality, 2013).  
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The RED Workstation is a software program which works to enter all of the 
patient’s information that has been collected in the Workbook. Also, physicians can 
upload patient picture. Also, some information can be uploaded into Workstation directly 
form the electronic health record. In addition, workstation automatically makes design 
and print personalized. Also, a manual template is available to patients for creating the 
After- Hospital Care Plan for English and Spanish speakers (see Figure 2, 3, 4, 5, 6, 7, & 
8) (Agency of Healthcare Research and Quality, 2013). 
Figure 2. AHCP example: cover page  
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Figure 3. AHCP example: medicine schedule  
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Figure 4. AHCP example: appointment page   
 
Figure 5. AHCP example: additional information  
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Figure 6. AHCP example: patient activation page
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Figure 7. AHCP example: appointment calendar
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Figure 8. AHCP example: diagnosis information  
UDischarge Measures 
UNational Quality Forum Safe Practice Discharge Measures (NQF) 
The NQF Safe Practice is identifying a set of keys of intermediate process 
variables which lead toward hospital readmission through five essential measures. They 
are outcome measures, process measures, home management plan of care document 
given to patient/caregiver, structure measures, and patient-centered measures (Agency of 
Healthcare Research and Quality, 2013). 
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Outcome measures in the NQF include prevention of any direct harm associated 
with adverse events and treatment adverse events, including death, permeant or 
temporary disability, adverse drug events, and prevent any harm from treatment, missed 
diagnoses, delay of treatment, and inaccessible prior test information and medical 
records. The process measures in the NQF include the percentage of the discharge 
summaries received, number of post hospital patients who attend the follow-up 
appointment, and timeliness of discussion of the test results with the outpatient physician 
at the follow-up appointment (Agency of Healthcare Research and Quality, 2013). 
The NQF requires that home management plan of care (HMPC) be a separate 
document which is given to the patient prior to or upon discharge form the hospital which 
exists that required information for health care. Also, the structure measures include any 
systematics hospital discharge performance which work to address some programs and 
policies, such as communication discharge information, verification of education 
programs, administrative leadership, and frontline caregivers, and formal report structure 
for discharge information (Agency of Healthcare Research and Quality, 2013). 
The NQH provide surveys measure patient satisfaction about hospital discharge at 
the time of discharge or after.  They are “During your hospital stay, did hospital staff talk 
with you about whether you would have the help you needed when you left the hospital?” 
(Q19); and “During your hospital stay, did you get information in writing about what 
symptoms or health problems to look out for after you left the hospital?” (Q20). Also, it 
provides self-report survey, such as the 3-Item Care Transition Measure (CTM-3) 
(Agency of Healthcare Research and Quality, 2013).  
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UAmerican College of Cardiology H2H (Hospital to Home) Program 
The H2H is another organization approved by the American College of 
Cardiology and the Institute for Healthcare Improvement. This organization has a set 
some keys for reducing the rate of re-hospitalization through focusing on medication 
management post discharge, early follow up, and symptom management. The goal of the 
H2H organization is to reduce the rate of readmission among heart failure or acute 
myocardial infraction patients by 20 percent (Agency of Healthcare Research and 
Quality, 2013). 
UThe American Board of Internal Medicine Foundation (ABIM), American College of 
Physicians (ACP), and Society of Hospital Medicine (SHM)  
These are organizations which focus on measuring the transition of the care after 
discharge from the hospital. These organizations focus on improving patient 
understanding and adherence to the treatment plan (Agency of Healthcare Research and 
Quality, 2013). 
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CHAPTER 3 
METHODOLOGY 
UResearch Design 
This research involves an experimental pretest-posttest design with both a case 
and control group to examine the effectiveness of discharge educational materials on 
patient’s knowledge, attitudes, and outcomes following in-hospital care. The two groups 
pretest and posttest design includes one dependent variable (patient discharge educational 
booklet) and independent variables (patient’s knowledge of their diagnosis and plan 
treatment and self-care skills). The experimental design is used to determine if there are 
any differences between groups after intervention (Bonate, 2000).  
The pretest- posttest control group design is the strongest design to control for 
internal validity concerns but can have threats to external validity. External validity 
concerns include the interaction between pretest measurements and the intervention 
(treatment), and how the interaction may affect the results for the treatment group. Also, 
pretest measures can affect participants’ responses toward dependent variables in the 
treatment group rather than the treatment itself. Internal validity in the pretest- posttest 
deign is lack randomization in the select the participants which increase the homogeneity 
in the sample. As participants in the experimental design have self-selected into treatment 
and control groups, this can increase self-selection bias. Sinclair, Wang, and Tetrick 
found that participants in self-selected treatment groups had significantly higher physical 
and mental health issues than participants in control groups (2012).  
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UHypothesis 
Researcher hypothesize that a patient discharge summary and education program 
would improve patient’s knowledge, behavior, and attitude. 
USamples 
The target population in this study were women who had under gone caesarean 
section (C-section) deliveries. C-section is a surgical procedure used to deliver the baby 
through an incision in the mother’s abdominal and uterine walls. All participants were 
women, fully conscious (not unconscious/in a coma), between the ages of 18 to 50 and 
whose native language is Arabic. All participants selected from the obstetrics or 
gynecology department (OB/GYN) at Maternity and Children Hospital in Dammam city 
in Saudi Arabia and from Central Hospital in Qatif city in Saudi Arabia.  
 UThe Experimental Group 
This group were a random sample (n= 33) of inpatient women who have given 
birth by caesarean section in Maternity and Child Hospitals in Saudi Arabia. This group 
will receive a treatment “Patient Discharge Information” Booklet. A pre-test will measure 
patients’ knowledge before the application of the treatment and a post-test will follow-up 
four weeks after.  
UThe Control Group 
This group were a random sample (n= 33) of inpatient women who have given 
birth by caesarean section in Maternity and Child Hospital in Saudi Arabia. This group 
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were not receive any treatment. A pre-test will measure patients’ knowledge before the 
application of the treatment and a post-test will follow-up four weeks after.  
UData Collection 
In the experimental group, data collection were conduct in three steps:  
1. Step 1: Face to face interview with the patients before discharge form hospital to 
complete the pre-test step.   
2. Step 2: Give patients “patient discharge information” and “Educational Booklet.” 
3. Step 3: After four weeks, contact with patients through telephone to complete posttest 
survey questions over the phone interview.  
In the control group, data collection were conduct in two steps:  
1. Step 1: Face to face interview with the patients before discharge form hospital to 
complete the pre-test step.   
2. Step 2: After four weeks, follow-up will occur to complete the posttest survey 
questions through telephone interview. 
UMaternity and Children Hospital in Dammam City, Saudi Arabia 
The researcher started collecting pre-test data on December 18, 2016 and finished 
on January 30, 2017. The total number of participants from this hospital were 33. All 
participants were randomly selected. All of them were a control group, which means they 
did not receive any treatments.  
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UQatif Central Hospital in Qatif City, Saudi Arabia 
All participants were randomly selected and all of them were an experimental 
group that received a treatment on a period time from December 18, 2016 until January 
30, 2017. 
Written consent form with Arabic and English versions were given it to the 
participants before data collection started. In addition, oral consent forms were available 
before to explain the research process to the participants. Researcher asked participants to 
sign both Arabic and English forms face to face.  
Then, face-to-face interviews completed the pretest evaluation with inpatient the 
3PrdP day after surgery and at the discharge moment from hospital. The pretest took from 
five to eight minutes to finish. After that, the researcher applied the treatment, which took 
from 15 to 20 minutes. Then, the researcher contact participants through the phone to 
complete the post-test evaluation through phone interview. In addition, oral consent form 
were available through the phone before starting the post-test evaluation. The post-test 
period was from January 18, 2017 until February 2, 2017. The phone interview took from 
five to eight minutes to complete the posttest evaluation. 
UResearch Questions 
This study addresses the following research questions: 
1. Does the participant have information, resources, and understand basic personal 
health information regarding his/her heath conditions including, diagnosis, treatment, 
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self-care management, medication instructions, normal expected symptoms, 
dangerous signs and what to do, as well as lifestyle changes? 
2. How do educational discharge summaries in certain hospital departments make a 
difference in participants’ knowledge, behavior, and attitude?  
UAssumptions of the Study 
The following assumptions were made in pursuit of this study:  
1. It is assuming that patient discharge information is essential to healthcare and 
improves patient knowledge.  
2. It is assuming that patient discharge information is improves patient’s attitudes. 
3. It is assuming that patient discharge information is promote patient’s self-care skills.   
UInstruments 
Creating new pre and post-intervention questionnaire composed of questions 
selected from existing discharge summary. One of them is the Joint Commission 
Standards (JCS). JCS is designed to assure quality control in the development and 
delivery of discharge summaries. JCS in regards to patient discharge instruction in the 
healthcare system includes standards for assessing patients (Clark et al., 2005). The 
second one is the Re-Engineered discharge (RED) project from Agency for Healthcare 
Research and Quality. This project improved the discharge process through developing a 
set of activities and materials (Agency of Healthcare Research and Quality, 2013). The 
third one is the National Health Service (NHS) Executive’s Patient Partnership strategy in 
the United Kingdom. This strategy was established in June 1996 to make a committee 
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that works to improve reality in medical practice. This partnership has been promoting 
patient involvement in health service development and policy-making. The primary 
objectives of the NHS organization are to improve patient’s participation in their health 
care, to help the patient to be an active partner with health professionals, enable patients 
to become informed about their health care and treatment, and help the patient to make 
informed decisions and choices they want (Coulter et al., 1998). The fourth instrument 
used in this research to measure patient’s satisfaction with verbal and written information 
on hospital discharge was from Mahrou’s research paper. His measurement patient 
perceptions regarding information given on hospital discharge in Saudi Arabia (Mahrous, 
2013). There will be 17 questions in each pre and posttest.  
UData Analysis 
Following the generation of univariate statistics, it is anticipated that two 
additional methods for bivariate analysis will be used in this study. They are the two 
sample t- test on the different scores between pretest and posttest and repeated 
measures/split-plot analysis of variance. They will be used posttest minus pretest or vice 
versa to define the difference in scores and then test the null hypothesis. Covariance 
analysis is a method used for analyzing the data where the pretest score is used as a 
covariate while the difference score method is also an essential in this research design 
allowing for the covarying of the pre and post- test scores. Application of these methods 
will allow for the experimental group to be compared to the control group. 
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ULimitations 
The following limitations were identified in this study: 
1. Hospitals lack technology, which means all patients’ files was written by hand. 
The researcher had a hard time reading the patients’ files because healthcare 
providers such as doctors and nurses need the files to write in and complete their 
work. Also, there were only two computers in the department and one small 
printer. All of this made it hard to type the patient’s discharge information by 
computer and to give to the patient before discharge. Sometimes, the researcher 
recorded information manually.  
2. Development of educational materials (treatment) is one of the limitations of this 
study because of the limited time between patient admission and discharge from 
the hospital.  
3. Time for pre-testing is one of the limitations. Usually, patients only stay in the 
hospital for three days after a caesarean section procedure and the discharge 
process only takes a few hours. The researcher had limited time to complete the 
research process before discharge from the hospital.  
UDelimitations 
    The following delimitations were identified for this study:  
1. The character of participants in this study is a major delimitation. All participants 
should be under the specific situation to participants in this study.   
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2. Data will be collect from two different groups of samples, intervention and non-
intervention.  
3. The study is delimitated to data collected from case samples that include a pre-
test, treatment, and posttest.  
4. The study is delimitated to compare the data collecting from case and control 
samples.    
5. Pre-test data will be collected within in specific time frame. The data will be 
collected upon discharge of the patient and after treatment.    
6. The study is delimited to collect post-test data within four weeks after discharge. 
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CHAPTER 4 
RESULTS 
UIntroduction 
In this chapter, the results of the study are reported. The data reporting is organized 
by the two research questions. In the order they appear below. The research questions of 
the study were:  
1. Do the participants have information and resources to understand basic personal 
health information regarding their heath conditions including, diagnosis, 
treatment, self-care management, medication instructions, normal expected 
symptoms, warning signs and what to do, as well as lifestyle changes? 
2. How do educational discharge summaries in certain hospital departments make a 
difference in participants’ knowledge?  
UParticipants 
To provide a context to the results that are presented in this chapter it is helpful to 
reiterate that there were 66 participants who completed the pretest survey questions; there 
were 33 participants in the experimental group and 33 in the control group. Thirty-three 
participants were from the Maternity and Children’s Hospital in Dammam, Saudi Arabia, 
and 33 were from the Obstetrics and Gynecology Department at the Central Hospital in 
Qatif, Saudi Arabia. All participants were women who gave birth by cesarean section, 
and all were inpatients at the pretest and outpatients at the posttest.  
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Of the 66 participants who completed the pretest, the 33 participants in the 
experimental group received the “patient discharge information” and the 33 in the control 
did not receive any information. At the posttest, only 51 participants completed the 
posttest, 28 from the experimental group and 23 from the control group. In the 
experimental group, five participants did not complete the posttest. One of them 
withdrew from the study without giving reasons, one of the participants could not be 
reached because her phone number is not correct, one of participants her phone number 
out of services and three of them did not responded to the researcher’s call. In the control 
group, 10 participants did not complete the study; one of them was withdrew from study, 
three of them gave the researcher an incorrect phone number, five of them their phone 
number out of service and one of them did not responded to the researcher call. 
Regarding the IRB and human participant’s rights the researcher cannot ask or enforce 
participants to continue in the study (See Table 1).  
Table 1 
Participants 
Type of 
participants 
Complete 
pre-test 
Complete 
post-test 
Incomplete Post-test Total  
withdrawal Incorrect 
phone 
number 
Phone 
number 
out of 
service 
No 
response 
 
Control  33 23 1 3 5 1 23 
Experimental  33 28 1 0 1 3 28 
51 
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The oral consent form and written consent form were available before data 
collection. In addition, the phone consent form was available before starting the posttest 
phone interviews.  
UDemographic Characteristics 
The majority of participants were from Saudi Arabia by 88.2% in both control and 
experimental groups. Regarding educational level, 29.4% of participants had less than a 
high school level education, 35.3% had completed high school, and 35.3% had university 
level education in the both control and the experimental group (See Table 2).  
 
Table 2 
Participants’ demographic characters  
Demographic Characters Control Group 
 
Experimental Group Total 
N % N % N % 
Nationality  
• Saudi  
• Non-Saudi  
 
18 
5 
 
78.3% 
21.7% 
 
27 
1 
 
96.4% 
3.6% 
 
42 
6 
 
88.2% 
11.7% 
Educational level 
• Less than high school  
• High school  
• University 
  
10 
7 
6 
 
43.5% 
30.4% 
26.1% 
 
5 
11 
12 
 
17.9% 
39.3% 
42.9% 
 
15 
18 
18 
 
29.4% 
35.3% 
35.3% 
 
UPrior Experiences 
The majority of participants in the experimental and control group had prior 
experiences with postpartum recovery, 91.3% in the control group and 78.6% in the 
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experimental group. Also, 78.3% of the control group and 60.7% of the experimental 
group had prior experiences with cesarean section delivery (See Table 3).  
 
Table 3 
Participants’ prior experiences  
Prior experiences Control Group  
 
Experimental Group   
 
Number Percentage Number Percentage 
Postpartum  
Yes 
No 
How many? 
1 
2 
3 
4 
5 
More than 5 
 
21 
2 
 
2 
3 
5 
5 
4 
2 
 
91.3% 
8.7% 
 
8.7% 
13.0% 
21.7% 
21.7% 
17.4% 
8.6% 
 
22 
6 
 
11 
6 
2 
2 
1 
0 
 
78.6% 
21.4% 
 
39.3% 
21.4% 
7.1% 
7.1% 
3.6% 
0.00% 
Cesarean section  
Yes 
No 
How many? 
1 
2 
3 
4 
5 
More than 5 
 
18 
5 
 
7 
4 
1 
4 
2 
0 
 
78.3% 
21.7% 
 
30.4% 
17.4% 
4.3% 
17.4% 
8.7% 
0.00% 
 
17 
11 
 
11 
2 
3 
1 
0 
0 
 
60.7% 
39.3% 
 
39.3% 
7.1% 
10.7% 
3.6% 
0.00% 
0.00% 
 
 The reporting of data regarding participants’ awareness of their medical diagnosis 
at pretest and posttest for both control and experimental group is reported in this chapter. 
Thus, the data for research question 1 and 2 will be combined in this chapter.  
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UAwareness Level 
There are three levels of awareness in this research study. They are high, mild, 
and low awareness. The researcher in this study measured the level of the awareness in 
the many areas which including awareness about current health, self-care management, 
risk management, medication, behavior and attitude, physical activities and healthy 
living, nutrition and mental health.  
UCurrent Health Awareness  
Current health awareness includes participants’ knowledge in diagnosis, medical 
procedure, and medical treatment. The researcher in this study measured the participants’ 
knowledge in both the control group and the experimental group in the pretest and 
posttest to find the participants’ level of awareness.  
U Diagnosis.U The yes/no question was analyzed to address the participants’ 
knowledge regarding their current diagnosis. The results found that 86.3% of participants 
in both control and experimental group knew their diagnosis, 13.7% reported they did not 
know their diagnosis during the pretest, and 100.0% knew it at the posttest. In addition, 
69.6% of participants in the control group knew their diagnosis in the pretest and 100.0% 
knew it in the posttest. All participants (100%) in the experimental group were aware of 
their diagnosis in both pretest and posttest (See Table 4).  
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Table 4 
Participants’ awareness regarding their diagnosis  
Do you know what your diagnosis is? 
 Control Group  Experimental group   Total  
N % N % N % 
Pre-test 
• Yes 16 69.6% 28 100.0% 44 86.3% 
• No 7 30.4% 0 0.00% 7 13.7% 
Post-test 
• Yes 23 100.0% 28 100.0% 51 100.0% 
• No 0 0.00% 0 0.00% 0 0.00% 
 
UMedical procedure.U Regarding the cesarean section procedure, only 13.7% of 
participants in both control and experimental group in the pretest situation knew what the 
cesarean section procedure meant and that rate increased to 51.0% in the posttest 
situation. The majority of the participants (67.9%) in the experimental group knew some 
information about what the cesarean section procedure involved during the pretest and 
78.6% of them knew what the cesarean section was at posttest. The rate was different in 
the control group where 43.5% knew some information regarding cesarean section at 
pretest and only 17.4% knew all information about cesarean section at posttest (See Table 
5).  
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Table 5 
Participants’ awareness regarding their medical procedures  
Do you know what the cesarean section procedure means? 
 Control Group  Experimental Group  Total 
N % N % N % 
Pre-test 
• All 5 21.4% 2 7.1% 7 13.7% 
• Some 10 43.5% 19 67.9% 29 56.9% 
• None 8 34.8% 7 25.0% 15 29.4% 
Post-test 
• All 4 17.4% 22 78.6% 26 51.0% 
• Some 12 52.2% 4 14.3% 16 31.4% 
• None 7 30.4% 2 7.1% 9 17.6% 
 
UMedical treatment.U Regarding the physician’s recommendation for the cesarean 
section procedure, the results indicated that only 37.3% of participants in both control 
and experimental groups knew at pretest why the physician selected a cesarean section 
for them, however, that rate increased to 68.6% at posttest. The rate of knowledge was 
different for both groups. The results indicated that only 30.4% of participants in the 
control group knew all information related to why the physician selected cesarean section 
compared to 42.9% in the experimental group. At posttest, the results indicated that only 
39.1% in the control group knew why their doctor selected cesarean, compared to 92.9% 
among the experimental group participants (See Table 6).  
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Table 6 
Participants’ awareness regarding their medical treatment  
Do you know why your physician selected the cesarean section procedure for you? 
 Control Group  Experimental 
Group  
Total 
N % N % N % 
Pre-test 
• All 7 30.4% 12 42.9% 19 37.3% 
• Some 9 39.1% 15 53.6% 24 47.1% 
• None 7 30.4% 1 3.6% 8 15.7% 
Post-test 
• All 9 39.1% 26 92.9% 35 68.6% 
• Some 7 30.4% 2 7.1% 9 17.6% 
• None 7 30.4% 0 0.00% 7 13.7% 
 
In the pretest, the researcher found that 35.53% of participants in both the control 
group and the experimental group had a mild level of the awareness. The rate of high 
awareness in this research was increased from 38.58% in the experiment in the pretest to 
the 82.86% in the posttest. Also, the rate of high awareness was increased in the control 
group from 29.54% in the pretest to the 57.38% in the posttest. Also, the results found 
that 19.98 % of the participants in the control group and 7.86% of the participants in the 
experimental group had a low level of awareness in the posttest regarding their current 
health (See Table 7).  
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Table 7 
Participants’ current health awareness  
 Control 
Group 
Mean Experimental 
Group 
Mean Total 
Research question 1: 
Participants’ awareness 
regarding their current health.  
• High awareness 
• Mild awareness  
• Low awareness 
 
 
 
29.54% 
33.90% 
36.52% 
1.89  
 
 
38.58% 
37.16% 
24.28% 
1.92 1.81 
 
 
34.06% 
35.53% 
30.40% 
Research question 2: 
Participants’ awareness 
regarding their current health.  
• High awareness 
• Mild awareness 
• Low awareness 
 
 
 
57.38% 
22.60% 
19.98% 
1.77  
 
 
82.86% 
9.28% 
7.86% 
1.32  
 
USelf-Care Management Awareness 
The researcher addressed the questions of to measure the level of self-care 
management awareness among participants in both the pretest and the posttest. Self-care 
management awareness includes participants’ knowledge and skills regarding their 
incision and incision care.  
UParticipants’ knowledge regarding their incision.U The yes/no question was 
analyzed, addressing participants’ knowledge regarding the kind of strip, (i.e. a belt worn 
following C-section as the abdominal wall and uterus heal), they had. Also, a checklist 
question founded on their knowledge regarding methods they would use for managing 
their incision at home.  
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The results showed that 19.6% of participants in both groups knew what kind of 
strips they had during the pretest, and that rate increased to 68.6% at posttest. The 
majority of participants (78.3%) in the control group in the pretest did not know what 
kind of strips they had. Only five of the participants (17.9%) in the experimental group at 
the pretest knew that they had clips and 23 participants (82.1%) had no idea about it. The 
rate in participants’ knowledge about the kind of strips they had in the experimental 
group increased in the posttest to 71.4% and 65.2% in the control group (See Table 8). 
Table 8 
Participants’ knowledge regarding their incision  
 Control group Experimental Group Total  
Pretest Posttest Pretest Posttest pretest Posttest  
N % N % N % N % N % N % 
Do you 
know what 
kind of 
strips do 
you have? 
• Yes  
• No 
 
 
 
 
 
5 
18 
 
 
 
 
 
21.7% 
78.3% 
 
 
 
 
 
15 
8 
 
 
 
 
 
65.2% 
34.8% 
 
 
 
 
 
5 
23 
 
 
 
 
 
17.9% 
82.1% 
 
 
 
 
 
20 
8 
 
 
 
 
 
71.4% 
28.6% 
 
 
 
 
 
10 
41 
 
 
 
 
 
19.6% 
80.4% 
 
 
 
 
 
35 
16 
 
 
 
 
 
68.6% 
31.3% 
 
UParticipants’ knowledge regarding their self-care management.U The results 
regarding self-care management for the incision at home indicated that only 4.3% of 
participants in the control group could take care of their incision all of the time at home 
compared to 25.0% in the experimental group. In the posttest, 4.3% of the participants in 
the control group and 3.6% in the experimental group indicated not taking a care of their 
incision at home at all (See Table 9).  
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Table 9 
Participants’ self-care management. 
 Control Group  Experimental 
Group  
Total 
N % N % N % 
Can you take a care of your incision at home? 
• All the time 1 4.3% 7 25.0% 8 15.75% 
• Some of the 
time 
 
17 
 
73.9% 
 
15 
 
53.6% 
 
32 
 
62.7% 
• A little of the 
time 
 
3 
 
13.0% 
 
3 
 
10.7% 
 
6 
 
11.8% 
• None of the 
time 
 
2 
 
8.7% 
 
3 
 
10.7% 
 
5 
 
9.8% 
Did you take a care of your incision at home? 
• All the time 15 65.2% 20 71.4% 35 68.6% 
• Some of the 
time 
 
3 
 
13.0% 
 
6 
 
21.4% 
 
9 
 
17.6% 
• A little of the 
time 
 
4 
 
17.4% 
 
1 
 
3.6% 
 
5 
 
9.8% 
• None of the 
time 
 
1 
 
4.3% 
 
1 
 
3.6% 
 
2 
 
3.9% 
 
According to recommendations from the Ministry of Health, women should keep 
their incision dry and clean, let water and soap run down on the incision in the shower, 
avoid applying soap on a towel and directly scrubbing the incision, and avoid using any 
cream/lotion/ Neosporin/ or alcohol swab directly on the incision. Health care providers 
at the two hospitals in Saudi Arabia taught patients to use alcohol swab to clean their 
incision. In the experimental group, the rate of taking care for incision at home increased 
from 25.0% in the pretest to 71.4% in the posttest. Also, the rate of keeping the incision 
dry and clean increased from 71.4 to 96.4%, and the rate of following “let the water and 
soap run down on the incision” increased from 17.9 to 82.1%, but applying soap on a 
towel and directly scrubbing the incision deceased from 10.7 to 7.1%. But use of 
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cream/lotions/Neosporin/ or alcohol swabs on the incision increased from 32.1 to 64.3% 
because their physician and nurses restricted them to use alcohol swabs to clean their 
incision. The researcher found that 17.9% of patient used other methods which include 
eating specific food, drinking a lot of water, and some traditional methods (See Table 10 
& Figure 1).  
In the control group at pretest, 60.9% of participants in the control group reported 
planning to keep their incision dry and clean, 69.7% planned to let the water/soap run 
down on the incision in the shower, 4.3% planned to apply soap on a towel and plan to 
directly scrub the incision, 21.7% planned to use cream/lotions/alcohol swabs on the 
incision, and 0.00% used other methods (See Table 10 & Figure 1).   
At posttest, 65.2% of the women patients in the control group took care of their 
incision at home, 82.6% kept their incision dry and clean, 47.8% let the water/soap run 
down on the incision in the shower, 95.7% avoided apply soap on a towel and directly 
scrubbed the incision, and 78.3% used cream/lotions/Neosporin/ or alcohol swabs on the 
incision. Regarding using alcohol swabs, health care providers in the hospital asked 
patients to use alcohol swabs to clean their incision as a method of management (See 
Table 10 & Figure 1). 
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Table 10 
Self-care management   
 Control Group  Experimental Group   
Pre-test Post-test Pre-test Post-test 
N % N % N % N % 
1. “I kept my incision dry 
and clean.”  
 Yes 
 No 
2. “I let the water/soap 
run down on the 
incision in the shower.” 
 Yes 
 No 
3. “I applied soap on a 
towel and directly 
scrubbed my incision.”  
 Yes 
 No 
4. Used 
cream/lotions/alcohol 
swap on my incision. 
 Yes 
 No 
5. Others.  
 Yes 
 No 
 
 
14 
9 
 
 
 
23 
10 
 
 
 
1 
22 
 
 
 
5 
18 
 
0 
23 
 
 
60.9% 
39.1% 
 
 
 
69.7% 
30.3% 
 
 
 
4.3% 
95.7% 
 
 
 
21.7% 
78.3% 
 
0.00% 
100.0% 
 
 
19 
4 
 
 
 
11 
12 
 
 
 
1 
22 
 
 
 
18 
5 
 
5 
18 
 
 
 
82.6% 
17.4% 
 
 
 
47.8% 
52.2% 
 
 
 
4.3% 
95.7% 
 
 
 
78.3% 
21.7% 
 
21.7% 
78.3% 
 
 
20 
8 
 
 
 
5 
23 
 
 
 
3 
25 
 
 
 
9 
19 
 
0 
28 
 
 
71.4% 
28.6% 
 
 
 
17.9% 
82.1% 
 
 
 
10.7% 
89.3% 
 
 
 
32.1% 
67.9% 
 
0.00% 
100.0% 
 
 
27 
1 
 
 
 
23 
5 
 
 
 
2 
26 
 
 
 
18 
10 
 
5 
23 
 
 
96.4% 
3.6% 
 
 
 
82.1% 
17.9% 
 
 
 
7.1% 
92.9% 
 
 
 
64.3% 
35.7% 
 
17.9% 
82.1% 
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Figure 9. Self-care management  
In the pretest, the researcher found that the majority (68.88%) of the participants 
in both the control group and the experimental group had a higher level of awareness 
regarding self-care management. But the results found that the rate of high awareness was 
reduced in the posttest from 76.15% to the 61.95% in the control group. On the other 
hand, the rate of high awareness was increased from 61.62% in the pretest to the 76.77% 
in the posttest in the experimental group. In addition, 38.05% of participants in the 
control group and 23.22% on the participants in the experimental group had low levels of 
awareness in the posttest (See Table 11).   
 
 
 
0.00% 20.00% 40.00% 60.00% 80.00% 100.00% 120.00%
Keep incision dry and clean
Let water/soap run down
Apply soap on a towel
Use creams
Others
Self-care managment methods
Experimental, post-test Experimental, pre-test Control, post-test Control, pre-tes
92 
 
Table 11 
Self-care management awareness 
 
Control Group  Experimental Group  Total  
Research question 1:  
Self-care management awareness 
• Healthy selected.  
• Unhealthy selected. 
 
 
76.15% 
23.85% 
 
 
61.62% 
38.37% 
 
 
68.88% 
31.11% 
Research question 2:  
Self-care management awareness 
• Healthy selected.  
• Unhealthy selected. 
 
 
61.95% 
38.05% 
 
 
76.77% 
23.22% 
 
 
URisk Management Awareness 
UParticipants’ awareness regarding signs and symptoms.U A checklist of questions 
were used to study participants’ awareness regarding signs and symptoms before and 
after discharge form the hospital. At pretest, 46.4% of the experimental group 
participants “went to the hospital” if they had chills or fever situation, 21.4% selected 
“drink water and ate specific food” if they experienced difficulty or pain when urinating, 
28.6% selected “consuming water /food” if passing small amount of urine, 42.9 % 
selected “consuming water/food” and 21.4% “take medicine”  if experiencing 
constipation, 25.0% selected “go to the hospital” if experiencing heavy bleeding, 0.00% 
selected “resting” in case of see small clots, 46.4% selected “it is normal” to the increase 
amount of bleeding after 4 days, 50.0% selected “it is normal” to experience the pain in 
the breast area, 25% selected “it is normal” to experience the pain the thighs areas, 92.9% 
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selected “go to the hospital” in the case of any discharge, bleeding, or opening in the 
incision area (See Tables 12-21). 
By comparing at pretest, 30.3% of control group participants selected “go to the 
hospital” if they had chills or fever situation, 0.00% selected “drink water and eat specific 
food” in the difficulty or pain during urination, 0.00% selected “drink water /food” in 
passing a small amount of urine, 0.00 % selected “ consuming water/food” and 24.2% 
“take medicine”  in the case of constipation, 54.5% selected “go to the hospital” in the 
case of heavy bleeding, 3.0% selected “take a rest” case of seeing small clots, 0.00% 
selected “it is normal” to the increase amount of bleeding after 4 days, 9.1% selected “it 
is normal” to have pain in the breast area, 9.1% selected “it is normal” to have pain the 
thighs areas, 66.7% selected “go to the hospital” if there is discharge, bleeding, or 
opening in the incision area (see Tables 12-21).  
Table 12  
Signs and symptoms  
Chills or fever greater than 100.4°C 
 Control Group  Experimental Group  
Pre-test Post-test Pre-test Post-test 
• It is normal 0 0 0 0 
• Go to the hospital 10 1 13 1 
• Take a medicine 13 4 12 6 
• Take a rest 0 0 0 0 
• Do nothing 0 1 3 0 
• Food/water 0 0 0 1 
• Other 0 0 0 1 
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Table 13 
Signs and symptoms  
Difficulty or pain when urinate 
 Control Group  Experimental Group  
Pre-test Post-test Pre-test Post-test 
• It is normal 1 0 3 0 
• Go to the hospital 20 0 13 1 
• Take a medicine 2 0 0 0 
• Take a rest 0 0 0 0 
• Do nothing 0 5 5 3 
• Food/water 0 0 6 6 
• Other 0 1 1 0 
 
Table 14 
Signs and symptoms  
Urinating frequently with only a small amount of urine each time 
 Control Group  Experimental Group  
Pre-test Post-test Pre-test Post-test 
• It is normal 3 0 4 0 
• Go to the hospital 17 0 10 0 
• Take a medicine 2 0 0 0 
• Take a rest 0 0 0 0 
• Do nothing 1 3 6 0 
• Food/water 0 0 8 2 
• Other 0 0 0 0 
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Table 15 
Signs and symptoms  
Constipation 
 Control Group  Experimental Group  
Pre-test Post-test Pre-test Post-test 
• It is normal 1 0 2 0 
• Go to the hospital 11 0 5 0 
• Take a medicine 8 1 6 2 
• Take a rest 0 0 0 0 
• Do nothing 3 4 3 2 
• Food/water 0 7 12 11 
• Other 0 0 0 0 
 
Table 16 
Signs and symptoms  
Heavy-bright-red bleeding saturated more than two pads in one hour 
 Control Group  Experimental Group  
Pre-test Post-test Pre-test Post-test 
• It is normal 2 1 17 0 
• Go to the hospital 18 0 7 0 
• Take a medicine 0 0 0 0 
• Take a rest 0 0 0 0 
• Do nothing 3 1 3 0 
• Food/water 0 0 0 0 
• Other 0 0 1 1 
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Table 17 
Signs and symptoms  
Several small clots 
 Control Group  Experimental Group  
Pre-test Post-test Pre-test Post-test 
• It is normal 3 7 15 2 
• Go to the hospital 12 0 9 0 
• Take a medicine 0 0 0 0 
• Take a rest 1 0 0 1 
• Do nothing 7 4 3 2 
• Food/water 0 0 0 0 
• Other 0 0 1 0 
 
Table 18 
Signs and symptoms  
Increase in amount of blood 
 Control Group  Experimental Group  
Pre-test Post-test Pre-test Post-test 
• It is normal 0 2 13 0 
• Go to the hospital 22 0 8 1 
• Take a medicine 1 0 0 1 
• Take a rest 0 0 0 0 
• Do nothing 0 0 7 1 
• Food/water 0 0 0 0 
• Other 0 0 0 0 
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Table 19 
Signs and symptoms  
Redness or pain in the breast area 
 Control Group  Experimental Group  
Pre-test Post-test Pre-test Post-test 
• It is normal 3 0 14 0 
• Go to the hospital 11 0 5 0 
• Take a medicine 5 0 0 0 
• Take a rest 1 0 0 0 
• Do nothing 3 2 5 0 
• Food/water 0 0 0 0 
• Other 0 3 4 0 
 
Table 20 
Signs and symptoms  
Pain, tenderness, redness, or swelling in the claves of thighs areas 
 Control Group  Experimental Group  
Pre-test Post-test Pre-test Post-test 
• It is normal 3 1 7 0 
• Go to the hospital 12 1 5 4 
• Take a medicine 5 1 3 0 
• Take a rest 2 0 1 0 
• Do nothing 0 6 10 1 
• Food/water 0 0 0 0 
• Other 1 0 2 1 
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Table 21 
Signs and symptoms  
Any discharge or opening in the incision 
 Control Group  Experimental Group  
Pre-test Post-test Pre-test Post-test 
• It is normal 1 1 0 0 
• Go to the hospital 22 1 26 0 
• Take a medicine 0 0 1 0 
• Take a rest 0 0 0 0 
• Do nothing 0 0 0 0 
• Food/water 0 0 0 0 
• Other 0 3 1 0 
 
The researcher addressed some questions to measure participants’ awareness 
regarding risk management. Risk management includes the participants’ behavior and 
attitude toward some signs and symptoms that may occur to them after discharge from 
the hospital.  
Through that measurement, the researcher found 53.01% of the participants in 
both the control group and the experimental group had a higher level of awareness 
regarding risk management in the pretest. In addition, the researcher found that 44.44% 
of the participants in the control group and 46.80% of the participants in the experimental 
group had higher levels of awareness regarding risk management in the posttest. Also, the 
results found that 16 cases out of 45 cases (35.55%) in the control group and six cases out 
47 cases in the experimental group in the posttest selected dangerous methods to manage 
their signs and symptoms after discharge from hospital (See Table 22).  
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Table 22 
Risk management awareness 
 
Control Group  Experimental Group  Total  
Research question 1:  
Risk management 
awareness.  
• High 
• Mild  
• Low  
 
 
 
35.65% 
46.96% 
34.78% 
 
 
 
70.36% 
28.57% 
39.29% 
 
 
 
53.01% 
37.77% 
37.04% 
Research question 2: 
Risk management 
awareness.  
• Positive  
 
• Alternative  
• dangerous 
 
 
 
20 out 45 cases 
(44.44%) 
9 out 45 cases 
(20.00%) 
16 out 45 cases 
(35.55%) 
 
 
 
22 out 47 cases 
(46.80%) 
19 out 47 cases 
(40.42%) 
6 out 47 cases 
(12.76%) 
 
 
UMedication Awareness  
UParticipants’ knowledge regarding their discharge medication.U A Likert scale was 
used to analyze patients’ knowledge regarding their discharge medication. The questions 
were; (a) I know the name of all my discharge medication, (b) I know the side effect for 
each one, (c) I know the dosage for each one, (d) I know the frequency for each one, (e) I 
know the instructions for each one, and (f) I know the purpose for each one. Response 
choices were; (a) all of them, (b) some of them, (c) a few of them, and (d) none of them.  
When the results for the control group were compared to the experimental group, 
the researcher found that regarding knowledge of discharge medication; 34.8% of 
patients in the control group knew the name of discharge medication but 39.3% in the 
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experimental group knew, 4.3% in the control group knew the side effect and 21.4% in 
the experimental group knew, 56.5% knew the dosage in the control group and 67.9% in 
the experimental group knew, 78.3% knew the frequencies in the control group and 
75.0% in the experimental group knew, 82.6% knew the instruction and 75.0% in the 
experimental group knew, and 47.8% knew the purpose in the control group and 32.1% 
in the experimental group knew. Also, seven patients in the experimental group were 
discharged from hospital without any medication (See Tables 23-28 & Figure 2). 
Table 23 
Participants' awareness regarding medication name 
“I know the name of all my discharge medication.”  
 Control Group  Experimental Group  Total 
N % N % N % 
Pre-test 
• All the time 11 47.8% 3 10.7% 14 27.45% 
• Some of the time 2 8.7% 3 10.7% 5 9.80% 
• A little of the time 1 4.3% 2 7.1% 3 5.88% 
• None of the time 9 39.1% 20 71.4% 29 56.86% 
Post-test 
• All the time 8 34.8% 11 52.3% 19 37.25% 
• Some of the time 2 8.7% 5 23.8% 7 13.72% 
• A little of the time 3 13.0% 0 0.00% 3 5.88% 
• None of the time 10 43.5% 5 23.8% 15 29.41% 
 
 
 
 
 
 
 
 
101 
 
Table 24 
Participants’ awareness regarding medication side-effects 
“I know the side effects for each medication.” 
 Control Group  Experimental 
Group  
Total 
N % N % N % 
Pre-test 
• All the time 7 30.4% 0 0.00% 7 13.72% 
• Some of the time 0 0.00% 1 3.6% 1 1.96% 
• A little of the time 2 8.7% 0 0.00% 2 3.92% 
• None of the time 14 60.9% 27 96.4% 41 80.39% 
Post-test 
• All the time 1 4.3% 6 28.5% 7 13.72% 
• Some of the time 0 0.00% 0 0.00% 0 0.00% 
• A little of the time 0 0.00% 0 0.00% 0 0.00% 
• None of the time 22 95.7% 15 71.4% 37 72.55% 
Table 25 
Participants' awareness regarding medication dosage 
“I know the dosage for each one.” 
 Control Group  Experimental 
Group  
Total 
N % N % N % 
Pre-test 
• All the time 6 26.1% 2 7.1% 8 15.69% 
• Some of the time 1 4.3% 1 3.6% 2 3.92% 
• A little of the time 3 13.0% 1 3.6% 4 7.84% 
• None of the time 13 56.5% 24 85.7% 37 72.55% 
Post-test 
• All the time 13 56.5% 19 90.4% 32 62.74% 
• Some of the time 3 13.0% 0 0.00% 3 5.88% 
• A little of the time 0 0.00% 0 0.00% 0 0.00% 
• None of the time 7 30.4% 2 9.5% 9 17.65% 
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Table 26 
Participants' awareness regarding medication frequency 
“I know the frequency for each medication.” 
 Control Group  Experimental 
Group  
Total 
N % N % N % 
Pre-test 
• All the time 7 30.4% 3 10.7% 10 19.61% 
• Some of the time 1 4.3% 1 3.6% 2 3.92% 
• A little of the time 3 13.0% 0 0.00% 3 5.88% 
• None of the time 12 52.2% 24 85.7% 36 70.59% 
Post-test 
• All the time 18 78.3% 21 100.0% 39 76.47% 
• Some of the time 1 4.3% 0 0.00% 1 1.96% 
• A little of the time 0 0.00% 0 0.00% 0 0.00% 
• None of the time 4 17.4% 0 0.00% 4 7.84% 
Table 27 
Participants' awareness regarding medication instruction  
“I know the instruction for each one.”  
 Control Group  Experimental 
Group  
Total 
N % N % N % 
Pre-test 
• All the time 7 30.4% 5 17.9% 12 23.53% 
• Some of the time 1 4.3% 2 7.1% 3 5.88% 
• A little of the time 2 8.7% 0 0.00% 2 3.92% 
• None of the time 13 56.5% 21 75.0% 34 66.67% 
Post-test 
• All the time 19 82.6% 21 100.0% 40 78.43% 
• Some of the time 0 0.00% 0 0.00% 0 0.00% 
• A little of the time 0 0.00% 0 0.00% 0 0.00% 
• None of the time 4 17.4% 0 0.00% 4 7.84% 
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Table 28 
Participants' awareness regarding medication purposes 
“I know the purpose for each one.”  
 Control Group  Experimental 
Group  
Total 
N % N % N % 
Pre-test 
• All the time 7 30.4% 0 0.00% 7 13.72% 
• Some of the time 3 13.0% 3 10.7% 6 11.76% 
• A little of the time 12 52.2% 5 17.9% 17 33.33% 
• None of the time 1 4.3% 20 71.4% 21 41.18% 
Post-test 
• All the time 11 47.8% 9 42.8% 20 39.21% 
• Some of the time 2 8.7% 4 19.0% 6 11.76% 
• A little of the time 3 13.0% 4 19.0% 7 13.72% 
• None of the time 7 30.4% 4 19.0% 11 21.57% 
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Figure 10. Participants’ knowledge regarding their discharge medication 
Medication awareness includes participants’ knowledge and information 
regarding their discharge medication which includes medication name, dosage, 
frequency, instructions, purposes, and side effects. The results found that the majority 
(62.86%) of the participants in both the control group and the experimental group in the 
pretest had low levels of awareness regarding their medication. The rate of the high 
awareness was increased in both the control group and the experimental group in the 
posttest by 50.72% in the control and 69.0% in the experimental. Also, the results found 
39.13% of the participants in the control group and 20.62% in the experimental group had 
low levels of awareness in the posttest (See Table 29).   
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Table 29  
Participants’ awareness regarding Medication  
 
Control 
Group 
Mean  Experimental 
Group  
Mean  Total 
Research question 1:  
High awareness  
Mild awareness  
Low awareness 
 
32.58% 
22.42% 
44.91% 
2.85  
7.73% 
11.32% 
80.93% 
3.58 3.26 
20.14% 
33.74% 
62.86% 
Research question 2:   
High awareness  
Mild awareness  
Low awareness 
 
50.72% 
10.12% 
39.13% 
2.32  
69.0% 
10.3% 
20.62% 
1.32 
 
 
UBehavior and Attitude Awareness  
UParticipants’ behavior and attitude.U A Likert scale was used in the items dealing 
with to analyze participants’ behavior and attitude. Responses choices were; (1) strongly 
agree, (2) agree, (3) neutral, (4) disagree, and (5) strongly disagree in the “I wear a firm, 
supportive bra 24 hours a day” and in the “I expose my nipples to the air whenever I 
can.”  
Regarding healthy behavior after cesarean section, healthcare providers suggested 
that women should wear a firm, supportive bra 24 hours a day to decrease breast pain and 
improve breast feeding. The results showed that only 15.7% of participants in both 
groups selected “strongly agree” for that at pretest and the rate increased to 54.9% at 
posttest. At pretest, 28.6% of women in the experimental group selected “strongly 
agreed” to wear a bra compared to 0.00% in the control group. The rate increased at 
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posttest in the experimental group to 71.4% reporting wearing bra 24 hours a day for 
health purposes compared to 34.8% in the control group (See Table 30).  
Table 30 
Participants’ behavior and attitude 
 Control 
Group  
Experimental 
Group  
N % N % 
Pretest  “I will wear a firm, supportive bra 24 
hours a day.” 
• Strongly agree 
• Agree 
• Neutral 
• Disagree  
• Strongly disagree 
 
 
0 
6 
3 
0 
14 
 
 
0.00% 
26.1% 
13.0% 
0.00% 
60.9% 
 
 
8 
6 
4 
5 
5 
 
 
28.6% 
21.4% 
14.3% 
17.9% 
17.9% 
Posttest  “I wear a firm, supportive bra 24 hours 
a day.”  
• All the time  
• Some of the time  
• A little of the time  
• None of the time 
 
 
8 
5 
7 
3 
 
 
34.8% 
21.7% 
30.4% 
13.0% 
 
 
20 
4 
3 
1 
 
 
71.4% 
14.3% 
10.7% 
3.6% 
 
Regarding questions concerning exposing the nipple to air, the results found that 
only 2.0% of participants in both groups selected “strongly agree” at posttest to the items 
related to “exposing their nipple to the air, but the rate increased to 5.9% at posttest. The 
rate regarding exposing nipple to the air was 0.00% among the control group participants 
compared to 10.7% in the experimental group. The rate of women who strongly agreed to 
“expose their nipple to the air” in the experimental group was 3.6% and 0.00% in the 
control group. At posttest, 10.7% of participants in the experimental group reported 
exposing their nipple to the air all the time compared to 0.00% in the control group (See 
Table 31).  
107 
 
Table 31 
Participants’ behavior and attitude 
 Control Group  Experimental Group  
N % N % 
Pretest  “I will expose my nipple to the 
air whenever I can.”  
• Strongly agree  
• Agree  
• Neutral  
• Disagree  
• Strongly disagree 
 
 
0 
9 
4 
1 
9 
 
 
0.00% 
39.1% 
17.4% 
4.3% 
39.1% 
 
 
1 
2 
1 
2 
22 
 
 
3.6% 
7.1% 
3.6% 
7.1% 
78.6% 
Posttest  “I exposed my nipple to the air 
whenever I can.” 
• All the time  
• Some of the time  
• A little of the time  
• None of the time  
 
 
0 
6 
3 
14 
 
 
0.00% 
26.1% 
13.0% 
60.9% 
 
 
3 
3 
2 
20 
 
 
10.7% 
10.7% 
7.1`% 
71.4% 
 
The researcher addressed some questions to measure participants’ awareness in 
behavior and attitude. The results found that the majority (56.45%) of the participants in 
both the control and the experimental group had low levels awareness in behavior and 
attitude in the pretest. In the posttest, the rate of higher level of awareness was reduced 
from 32.6% to 17.4% in the control group and increased from 30.35% to 41.05% in the 
experimental group (See Table 32).   
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Table 32 
Behavior and attitude awareness  
 
Control 
Group  
Mean  Experimental 
Group  
Mean  Total  
Research question 
1:  
• High 
awareness  
• Mild 
awareness  
• Low 
awareness 
 
 
 
32.6% 
 
15.2% 
 
52.15% 
3.70  
 
 
30.35% 
 
8.95% 
 
60.75% 
3.63 3.66 
 
 
31.47% 
 
26.1% 
 
56.45% 
Research question 
2:  
• High 
awareness  
• Mild 
awareness  
• Low 
awareness 
 
 
 
17.4% 
 
45.6% 
 
36.95% 
2.79  
 
 
41.05% 
 
21.4% 
 
37.5% 
2.43 
 
 
UPhysical Activities and Healthy Living Awareness 
A checklist was used to examine participants’ awareness regrading when to 
resume normal activities, heavy lifting, sexual intercourse, and housework. Choices of 
responses were; (1) first 10 days, (2) after 10 days, (3) 2-4 weeks, (4) 4-6 weeks, and (5) 
more than 6 weeks.  
Regarding healthy daily and physical activities in the postpartum period and after 
cesarean section, the Minister of Health recommend that women should resume normal 
daily activities and house work after 10 days, sexual intercourse after four weeks, and to 
avoid heavy lifting during the first 6 weeks. In the pretest, 7.1% of participants in the 
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experimental group, thought they would need to start their normal daily activities and 
14.3% housework after10 days, 39.3% planned to resume sexual intercourse 4-6 weeks 
later, and 89.3% planned to start lifting heavy objects if needed after 6 weeks. After 
patients received the information, 17.9% of women resumed their normal daily activities 
after 10 days, 17.9% resumed housework after 10 days, 92.9% did not start yet sexual 
intercourse in the week four, and 89.3% did not lift anything heavy in the week four (See 
Tables 33-36). 
At pretest, 26.1% of control group participants, thought they would need to start 
their normal daily activities and 17.4% planned to start housework after10 days, 34.8% 
planned to resume sexual intercourse 4-6 weeks later, and 82.6% planned to start lifting 
heavy object if needed after 6 weeks (See Tables 33-36). 
At posttest, the results showed that 00.0% of women in the control group planned 
to resume their normal activities after 10 days and most of them planned to resume after 4 
weeks. Also, regarding housework, only 6.1% of women planned to resume after 10 days 
and the majority planned to resume after 4 weeks. Also, 69.7% of control group planned 
to avoid heavy lifting compared to 89.3% in the experimental group. Regarding sexual 
intercourse, 82.6% in the control group and 92.9% in the experimental group plan to 
resume that after six weeks. The experimental group was healthier and more aware than 
the control group (See Tables 33-36).  
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Table 33 
Participants’ daily activities   
Resume normal daily activities 
 Control Group  Experimental Group  Total 
N % N % N % 
I will resume normal daily activities: 
• First 10 days 2 8.7% 2 7.1% 4 7.84% 
• After 10 days  6 26.1% 1 7.1% 7 13.72% 
• 2-4 weeks 6 26.1% 8 28.6% 14 27.45% 
• 4-6 weeks  5 21.7% 12 42.9% 17 33.33% 
• More than 6 weeks 4 17.4% 4 14.3% 8 15.67% 
I resumed normal daily activities:  
• First 10 days 1 4.3% 0 0.00% 1 1.96% 
• After 10 days 4 17.4% 5 17.9% 9 17.65% 
• 2-4 weeks 0 0.00% 12 42.9% 12 23.53% 
• Not yet 18 78.3% 11 39.3% 29 56.86% 
 
Table 34 
Participants’ physical activities 
Lifting heavier thing greater than baby  
 Control Group  Experimental Group  Total 
N % N % N % 
I will be lifting heavier thing greater than baby:  
• First 10 days 0 0.00% 0 0.00% 0 0.00% 
• After 10 days  0 0.00% 0 0.00% 0 0.00% 
• 2-4 weeks 0 0.00% 1 3.6% 1 1.96% 
• 4-6 weeks  4 17.4% 2 7.1% 6 11.76% 
• More than 6 weeks 19 82.6% 25 89.3% 44 86.27% 
I Lifted heavier thing greater than baby: 
• First 10 days 0 0.00% 0 0.00% 0 0.00% 
• After 10 days 0 0.00% 1 3.6% 1 1.96% 
• 2-4 weeks 0 0.00% 2 7.1% 2 3.92% 
• Not yet 23 100.0% 25 89.3% 48 94.12% 
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Table 35 
Participants’ sexual activities 
Resume sexual intercourse  
 Control Group  Experimental Group  Total 
N % N % N % 
I will resume sexual intercourse:  
• First 10 days 0 0.00% 0 0.00% 0 0.00% 
• After 10 days  0 0.00% 1 3.6% 1 1.96% 
• 2-4 weeks 2 8.7% 3 10.7% 5 9.80% 
• 4-6 weeks  8 34.8% 11 39.3% 19 37.25% 
• More than 6 weeks 13 56.5% 13 46.4% 26 50.98% 
I resumed sexual intercourse: 
• First 10 days 1 4.3% 0 0.00% 1 1.96% 
• After 10 days 2 8.7% 0 0.00% 2 3.92% 
• 2-4 weeks 1 4.3% 2 7.1% 3 5.88% 
• Not yet 19 82.6% 26 92.9% 45 88.24% 
 
Table 36 
Participants’ housework activities 
Resume housework 
 Control Group  Experimental Group  Total 
N % N % N % 
I will resume housework activities: 
• First 10 days 2 8.7% 0 0.00% 2 3.92% 
• After 10 days  4 17.4% 4 14.3% 8 15.67% 
• 2-4 weeks 5 21.7% 10 35.7% 15 29.41% 
• 4-6 weeks  8 34.8% 10 35.7% 18 35.29% 
• More than 6 weeks 4 17.4% 4 14.3% 8 15.69% 
I resumed housework activities: 
• First 10 days 3 13.0% 2 7.1% 5 9.80% 
• After 10 days 2 8.7% 5 17.9% 7 13.73% 
• 4-6 weeks 8 34.8% 11 39.3% 19 37.25% 
• Not yet 10 43.5% 10 35.7% 20 39.22% 
 
Some questions in this research were addressed to measure the level of awareness 
regarding daily and physical activities by measuring participants’ knowledge and 
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behavior in some areas. They include daily, housework, physical, and sexual activities. 
The results found that 51.68% of the participants in both the control group and the 
experimental group had unhealthy plans after discharge from the hospital. The posttest 
results showed that 54.50% of the participants in the experimental group and 52.17% in 
the control group selected healthy choices after discharge from the hospital. On the other 
hand, the results showed that 8.65% of participants in the control group and 6.22% in the 
experiential group selected dangerous behavior (See Table 37).   
Table 37  
Participants’ physical activities and healthy living awareness 
 
Control 
Group  
Experimental 
Group  
Total   
Research question 1:  
• Healthy choices.  
• Unhealthy choices.  
• Dangerous choices.  
 
40.22% 
48.90% 
10.87% 
 
37.50% 
54.47% 
8.02% 
 
38.86% 
51.68% 
9.44% 
Research question 2: 
• Healthy choices.  
• Unhealthy choices.  
• Dangerous choices.  
 
52.17% 
39.15 
8.65% 
 
54.50% 
39.30% 
6.22% 
 
 
UNutrition Awareness 
A Likert scale was used to examine the participants’ information regarding “I 
have all the information that I need regarding nutrition after cesarean delivery.”  
The results showed that only 35.3% of participants in both groups had nutrition 
information at pretest compared to 19.6% at posttest. Only 3.6% of participants in the 
experimental group had information regarding nutrition after cesarean delivery. The 
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posttest showed that 32.1% of women had information regarding nutrition. The rate in the 
control group went from 8.7% of the participants at pretest had nutrition information to 
4.3% at posttest (See Table 38).  
Table 38 
Participants’ knowledge regarding nutrition  
“I have all the information I need regarding nutrition after cesarean delivery.”  
 Control Group  Experimental Group  Total 
N % N % N % 
Pre-test 
• Strongly disagree 4 17.4% 16 57.1% 20 39.22% 
• Disagree 6 26.1% 0 0.00% 6 11.76% 
• Natural  8 34.8% 6 21.4% 14 27.45% 
• Agree 3 13.0% 5 17.9% 8 15.69% 
• Strongly agree 2 8.7% 1 3.6% 3 5.88% 
Post-test 
• Strongly disagree 10 43.5% 4 14.3% 14 27.45% 
• Disagree 3 13.0% 2 7.1% 5 9.80 
• Natural 5 21.7% 6 21.4% 11 21.57% 
• Agree 4 17.4% 7 25.0% 11 21.57% 
• Strongly agree 1 4.3% 9 32.1% 10 19.61% 
 
The researcher measured the level of nutritional awareness among participants by 
measuring participants’ knowledge and information regarding nutrition after discharge 
from the hospital. The results showed that 50.3% of the participants in both the control 
group and the experimental group had low nutritional awareness in the pretest. In 
addition, the rate of high awareness was the same (21.7%) in the control group in both the 
pretest and the posttest. Also, the results found that the level of high awareness was 
increased in the experimental group from 21.5% in the pretest to the 57.1% in the 
posttest. Also, the rate of low awareness was increased in the control group from 43.5% 
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in the pretest to the 56.5% in the posttest, and that rate was decreased in the experimental 
group from 57.1% in the pretest to the 21.4% in the posttest (See Table 39).   
Table 39 
Nutritional awareness 
 
Control 
Group  
Mean Experimental 
Group  
Mean Total Mean 
Research question 
1: 
• High 
awareness  
• Mild 
awareness  
• Low 
awareness 
 
 
 
21.7% 
 
34.8% 
 
43.5% 
3.30  
 
 
21.5% 
 
21.4% 
 
57.1% 
2.11  
 
 
21.6% 
 
28.1% 
 
50.3% 
2.65 
Research question 
# 2: 
• High 
awareness  
• Mild 
awareness  
• Low 
awareness 
 
 
 
21.7% 
 
21.7% 
 
56.5% 
2.26  
 
 
57.1% 
 
21.4% 
 
21.4% 
3.58  
 
 
3.40% 
 
21.55% 
 
38.95% 
 
 
UMental Health Awareness 
A Likert scale was used to examine the participants’ information regarding “I 
have information regarding postpartum blues/depression.” 
The results showed that only 43.1% of participants in both groups had 
information about postpartum depression at pretest compared to 21.6% in the posttest. 
0.0% had enough information regarding depression about postpartum depression at 
pretest. The posttest showed that 35.7% of women had information regarding depression 
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in the experimental group. Also, 34.8% of the participants in the control group in the 
pretest had information regarding depression compared to 4.3% at posttest (See Table 
40).  
Table 40 
Participants’ knowledge regarding mental health   
“I have information regarding postpartum blues/depression after cesarean delivery.”  
 Control Group  Experimental Group  Total 
N % N % N % 
Pre-test 
• Strongly disagree 6 18.2% 14 50.0% 20 39.22% 
• Disagree 1 3.0% 4 14.3% 5 9.80% 
• Natural  5 15.2% 4 14.3% 9 17.64% 
• Agree 3 9.1% 6 21.4% 9 17.64% 
• Strongly agree 8 24.2% 0 0.00% 8 15.69% 
Post-test 
• Strongly disagree 10 43.5% 5 17.9% 15 29.41% 
• Disagree 3 13.0% 5 17.9% 8 15.69% 
• Natural 4 17.4% 3 10.7% 7 13.73% 
• Agree 5 21.7% 5 17.9% 10 19.61% 
• Strongly agree 1 4.3% 10 35.7% 11 21.57% 
 
Regarding mental health awareness, the results found that 42.75% of the 
participants in both the control group and the experimental group had a low level of 
mental awareness. Also, the results found the rate of high level of mental awareness was 
decreased in the control group from 33.3% in the pretest to the 26.0% in the posttest and 
increased in the experimental group from 21.4% in the pretest to the 53.6% in the posttest 
(See Table 41).  
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Table 41 
Mental health awareness  
Scale Control 
Group 
Mean  Experimental 
Group  
Mean  Total  
Research question 1:  
• High awareness  
• Mild awareness  
• Low awareness 
 
33.3% 
15.2% 
21.2% 
2.73  
21.4% 
14.3% 
64.3% 
2.07 2.37 
27.35% 
14.75% 
42.75% 
Research question 2:  
• High awareness  
• Mild awareness  
• Low awareness 
 
26.0% 
17.4% 
56.5% 
2.30  
53.6% 
10.7% 
35.8% 
3.54 
 
 
UParticipants’ Satisfaction 
The yes/no question was analyzed to address the participants who receive the 
patient discharge information (PDI). The participants’ responses in “did you receive and 
discuss the patient discharge information with the researcher?” were; 28 selected yes 
(100.0%). Also, a Likert scale was used to address if participants read the patient 
discharge information at home. Response choices were; (a) yes, (b) some, and (c) none. 
Participants’ responses in the “did you read the patient discharge information (PDI) by 
yourself at home?” were; 21 selected yes (75.0%), three selected some (10.7%), and four 
selected none (14.3%).  
A Likert scale was used to analyze participants’ satisfaction in different situations. 
A significant portion of the participants were not satisfied with the hospital information 
and health education after cesarean section.  
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In general, the participants in this study were discharged from the hospital with 
low satisfaction regarding hospital services at discharge from the hospital. Results found 
that 100.0% of participants were not satisfied with the information they received about 
what patients need to do after they leave the hospital, 96.4% were not satisfied with the 
information about the potential complication, 100.% were not satisfied with the 
information about the warning signs and symptoms regarding doctor notification, 100.0% 
were not satisfied with information about medication side effects, 71.0% were not 
satisfied with the information about dietary plans, 92.9% were not satisfied with the 
information about follow-up care plan, 96.4% not satisfied with information about how 
medical condition impacts daily life, 32.1% were not satisfied with the arrangement done 
by the hospital for the follow-up after discharge, 96.4% were not satisfied with the 
written discharge documents explaining the patients’ medical problem and further post-
discharge instructions, and 42.9% were not satisfied with instructions about how to care 
for the surgical or wound site (See Table 42).  
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Table 42 
Participants’ satisfaction about health care services.   
 Satisfied Uncertain Not 
satisfied  
Information about what the patient needs to do after 
she leaves the hospital 
 
0.00% 
 
0.00% 
 
100.0% 
Information about the potential complications of the 
patient’s medical condition  
 
3.6% 
 
0.00% 
 
96.4% 
Information about the signs and symptoms that the 
doctor should know immediately 
 
0.00% 
 
0.00% 
 
100.0% 
Information about the reason for taking each 
medication and how this help with your condition 
 
0.00% 
 
0.00% 
 
100.0% 
Information about the possible occurrence of 
medication side effects 
 
0.00% 
 
0.00% 
 
100.0% 
Information about patient post discharge dietary 
plan. 
 
10.7% 
 
17.9% 
 
71.4% 
Information about follow-up care plan 3.6% 3.6% 92.9% 
Information about medical conditions impact the 
patient and her family 
 
0.00% 
 
3.6% 
 
96.4% 
Arrangement done by hospital for the follow-up 
after discharge 
 
39.3% 
 
28.6% 
 
32.1% 
A written discharge document explaining the 
patient’s medical problem and further post discharge 
instructions 
 
 
3.6% 
 
 
0.00% 
 
 
96.4% 
Information about how to care for the surgical or 
wound site 
 
14.3% 
 
42.9% 
 
42.9% 
 
UConclusion  
UResearch Question 1  
Do the participants have information and resources to understand basic personal 
health information regarding their heath conditions including diagnosis, treatment, self-
care management, medication instructions, normal expected symptoms, warning signs 
and what to do, as well as lifestyle changes? 
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To answer this question, the researcher used covariance analysis to measure the 
level of knowledge and information among participants in both the control group and the 
experimental group in the pretest. The results found that the rate of high awareness 
ranged between 20.14% in the medication awareness to the 38.86% in the physical 
activities awareness (See Figure 11).  
 
Figure 11. Rate of high awareness among participants  
The researcher used two sample t-tests to measure the differences in the level of 
the awareness between the control group and the experimental group in the pretest. The 
results found that the control group has a higher level of awareness than the experimental 
group in the current health, medication, nutrition, and mental health awareness. The 
experimental group has a high level of awareness only in the behavior and attitude (See 
Figure 12).   
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Figure 12. Participants’ level of awareness in the pretest
UResearch Question 2
How do educational discharge summaries in certain hospital departments make a 
difference in participants’ knowledge, behavior, and attitude? 
The researcher used two sample t-tests to measure the differences in the 
awareness between the control group and the experimental group in the posttest. The 
results found the level of awareness was high in the experimental group in all categories 
(current health, medication, behavior and attitudes, nutrition, and mental) than in the 
control group (See Figure 13). 
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Figure 13. Participants’ level of awareness in the posttest  
Also, the researcher used pretest minus posttest to define the differences in the 
level of awareness in the experimental group between pretest, and posttest and test the 
null hypothesis. The results found that the increased level of awareness in the posttest in 
the experimental group in all categories after patient discharge information was applied 
(See Figure 14).  
 
Figure 14. Level of awareness among experimental group  
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CHAPTER 5 
DISCUSSION, IMPLICATIONS, LIMITATION, AND FUTURE DIRECTIONS 
This chapter will provide a discussion of the findings reported in the previous 
chapter, and will be organized in four sections. The first is a discussion of the results for 
the two major research questions. The second will provide some implications of the 
study. The limitations of this study will be provided in section three. The fourth and final 
section will provide ideas for in future research studies.  
UDiscussion of Findings 
UParticipants 
At the end of the data collection, there were 51 participants who completed the 
research instruments; 28 in the experimental group and 23 in the control group. The 
majority of participants were from Saudi Arabia by 88.2% in both control and 
experimental groups. It indicates that 88.2% of participants in this study were originally 
from Saudi Arabia who come from the same culture and surrounding environment which 
includes physical surroundings, social norms, health care, and education. According to 
the Schaafsma, Raynorr, and de Jong‐van den Berg (2003) “Culture also affects health 
beliefs such as causes of illness, effective treatments or appropriate behavior by the 
health provider” (P. 186). In addition, 88.2% of participants were exposed to the same 
prenatal, antenatal, and postnatal health care. Only 11.8% of participants were non-Saudi 
but spoke and understood Arabic language much as a native does. 
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UThe Relationship between Participants, Educational Level, and Awareness  
Regarding education level, a portion of the participants had high school to 
university level education by 35.2% in both groups. It is also likely that all participants in 
this research can read, write, and understand Arabic. All participants in this study have 
the ability to think and communicate with health care providers and family members 
about their health condition. In general, all participants in this study reported understand 
as the patient education pamphlets. Studies in 1990 found that 19% of standard patient’s 
education materials are written at a level below a ninth-grade level, and 2% of pamphlets 
are written below a seventh-grade reading level. These findings are significant because 
on average the population’s reading skills are at the eighth-grade level (Williams, Davis, 
Parker, & Weiss, 2002). 
However, significantly, 29.4% of participants in this study had less than a high 
school degree which means that these populations need more extensive health education 
to improve their awareness. Only 35.3% of participants had a university degree and the 
others had high school or less than high school. It is likely that this 35.3% of participants 
with a university degree who were more highly educated than the other participants 
understood the reading materials more than others. Researchers have found that educated 
people are more able to communicate, solve problems, analyze data, and develop ideas 
more readily than individuals with only a basic education. For example, highly educated 
people are more likely to quit smoking after a heart attack when compared to people in 
the less educated (Mirowsky & Ross, 2003). According to Mirowsky and Ross, 2003 
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“…the college degree, in particular, is most pertinent to health and well-being in their 
American data set” (P.2).  
UParticipants and Prior Experiences  
Eighty-four point three percent of participants in this study had prior experiences 
with postpartum (n=43) and 68.6% had prior experience with cesarean section delivery 
(n=35). Only 15.7% of participants in this study were first-time mothers. These 
percentages suggested that most of the participants should have some information and 
knowledge regarding postpartum and cesarean section delivery.  
UAwareness in Diagnosis and Current Medical Condition 
Regarding the diagnosis, it is normal that participants knew what their diagnosis 
was because expecting women usually carry the baby for nine months if it not born 
prematurely. Through these nine months, all women were exposed to antenatal care. All 
women knew two ways to deliver the baby; a vaginal delivery and cesarean delivery. 
Prenatal health care providers and community enhance expecting mother’s knowledge of 
their pregnancy and their diagnosis. In this study, there were seven participants (30.4%) 
who did not know what their diagnosis was. They were unaware that giving birth 
sometimes delivery by cesarean is necessary. Some women go to the hospital and have 
no idea about their diagnosis and the medical procedure that their pregnancy may 
necessitate. All participants in the experimental group knew at pretest what their 
diagnosis was and they still knew after applying patient discharge information. Also, one 
paired statistic showed that the pretest mean of 1.00 and posttest mean of 1.00 which 
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signified improved patients’ awareness in their diagnosis after discharge. No significant 
difference was found between pretest and posttest in the experimental group regarding 
diagnosis information. 
UAwareness in Medical Procedure and Treatment 
Regarding cesarean section procedures, 29.4% of the participants in both groups 
had no idea about this procedure. Only 13.7% of them had information about that, and 
56.9% had some information. When the participants were asked, “Do you know what the 
cesarean section procedure means?” the answers were very simple, and used a general 
definition: including “opening my abdomen,” “it is normal,” “removing the baby through 
abdomen,” “cutting my abdomen,” or “it is a surgery.” No one gave specific information 
about how the cesarean section procedure is done.  
The experimental group posttest showed an increase from 7.15 to 78.6% among 
the participants who knew what the cesarean section procedure means. It is likely that 
patient discharge information contributed to the participants’ knowledge regarding the 
meaning of the cesarean section procedure. When participants were asked “do you know 
what the cesarean section procedure means?” their answers were “C-section is a surgical 
procedure used to deliver the baby through an incision in the mother’s abdominal and 
uterine walls.” 
The results in the control group were different, the rate of awareness went down 
from 21.7% in the pretest to 17.4% in the posttest. These results strongly suggest that 
patients discharge information (PDI) must have played an important role in increasing the 
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experimental participants’ awareness about the cesarean section procedure. The 
decreased in awareness among the control group, participants reflects a lack of accurate 
and standard information from health care providers about their situation, as well as 
reflects a lack of communication that happens between health care providers and patients. 
The other possibility is that patients simply forget the information they are provided. 
According to Glanz, Rimer, and Viswanath (2008), clinical-patient communication can 
improve information exchange and understanding of knowledge among patients. Health 
education and communication between patients and health care professionals can 
improve knowledge among patients, and that knowledge can stay longer and not be 
forgotten immediately. 
UAwareness in the Reason of Medical Procedure 
Regarding participants’ awareness of why cesarean section is needed, 15.7% of 
participants in both the control and experimental groups had no idea why the physician 
performed cesarean procedure. 47.1% of the participants knew some basic information 
about cesarean. For example, when the researcher asked participants “do you know why 
the physician selected cesarean section for you?” the answers were very basic; simply, 
and no specific. Examples of their answers include, “because I had previous cesarean 
section before,” “heart beats,” “baby position,” “baby heart beats,” “I do not have ability 
for vaginal delivery, I cannot push,” “I had surgery before,” “my baby didn’t grow up,” 
“spinal cord problems,” “low the uterus liquid,” “my pelvis is small,” “low baby heart 
beats,” “I did not have contractions.” 
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The percentage of control group participants who did not know why the physician 
selected the cesarean section procedure was the same at pretest (30.4%) and posttest 
(30.4%). However, the percentage was more likely different for the experimental group, 
which was 42.9% at pretest and 92.9% at posttest. In addition, the percentage of 
participants in the experimental group who selected “did not know” as a reason for why 
cesarean section was selected went down from 3.6% in the pretest to 0.00% in the 
posttest. This indicates that patients discharge information (PDI) may have improved 
participants’ knowledge regarding the reason for why a physician chose a cesarean 
section delivery. Previous studies found that clinical-patient communication such as 
patient discharge information improved proximal outcomes among patients, such as 
increasing their level of understanding, satisfaction, clinical-patient agreement, trust, 
feeling “known,” feelings involved, and rapport (Glanz et al., 2008).  
UKind of Incision and Strips 
Regarding the kind of strips that physician used to close the wound, the results 
showed that 80.4% of participants in both groups did not know what kind of strips they 
had at discharge from hospital. Both hospitals used clips to close the incision in the 
abdomen and uterus. This kind of clips falloff in two weeks by themselves without any 
health care assistance. In the pretest, when the researcher asked participants “do you 
know what kind of strip you have?” the majority of participants answered, “I did not 
know,” “I did not have any idea about it,” “I did not see my incision yet,” or “maybe 
clips.” The researcher found that doctors in hospitals in Saudi Arabia did not commutes 
with patients about medical treatment and procedures. The results in the posttest were 
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different for both groups. The percentage of women who knew the kind of strip was 
21.7% in the pretest 65.2% in the posttest in the control group. This indicates improved 
patients’ knowledge regarding the kind of strips they had. In the experimental group, one 
paired statistic found that the percentage of women who knew the kind of strips they had 
was 17.9% at pretest and 71.4% in the posttest. This indicates that their awareness 
knowledge regarding kind of strips may be attributed to patient discharge information.  
In the control group, most of the participants knew the type of strips by 
themselves after four weeks because the incision closed without removing any strips. In 
the pretest, 21.7% of participants knew what kind of strips they had compared to 65.2% 
who knew at posttest. This indicates that increased the percentage of awareness without 
any kind of education. The researcher thinks experiences, family, and friends may have 
played an important role in this. It is also possible that participants had wrong 
information. The researcher did not measure participants’ content information to know if 
they had a correct or wrong answer. It is possible that the pretest question increased the 
participants’ thinking about the kind of strip they had, which may have led to knowing 
the kind of strip after that.  
USelf-Care Management 
With respect to self-care management at home, the researcher found that only 
15.7% of the participants in both groups planned to take care of their incision at home all 
the time, and 9.8% of them avoid they would never take care of their incision at home. 
The posttest results showed that self-care management at home increased among the 
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control group from 4.3 to 65.2%, and from 25.0 to 71.4% among the experimental group 
participants.   
All patients were supposed to receive health education about wound care after 
surgery to decrease the possibility of infections, complications, and readmission. The 
descriptive statistics show that portion of the participants (42.9%) were not satisfied with 
the amount and quality of information they received about how to care for the surgical or 
wound site. This indicates that most of the participants more than 57% did not receive 
enough health education about self-care management at home upon discharge from 
hospital. Also, the healthcare providers spent less than five minutes after surgery talking 
with patients about how to take care of surgical wounds. Whatever information they 
received was pretty rushed and general. Patients reported the doctors against to them, 
“Please do not take a shower today and use alcohol swab for wound cleaning.” 
Participants were probably not in the best mental plate, no it is very likely for them to 
remember what the doctor told them because most of them were under pain relief 
medication, were sleepy, and could not understand very well what was happening around 
them.  
One study found that 63% of patients who did not receive any information about 
wound care reported having wound problems, such as wound oozing and weeping, 
bleeding, discomfort with dressing, and/or infection because patients did not know how 
to take care of their incision wound (Henderson & Zernike, 2001). Another study found 
that 73% of patients received information about wound care prior to discharge from 
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hospital that was sufficient for their needs at home. In addition, clinical-patient 
communication improved self-care skills and self-management (Glanz et al., 2008).  
Regarding the proper way to take care of the incision at home, percentage showed 
that 33.3% of participants did not plan to keep their incision dry and clean, 90.2% did not 
plan to let the water/soap run down on the incision in the shower, 7.8% planned to apply 
soap on a towel and directly scrub the incision, and 27.5% plan need to use local cream 
directly on the incision.  
According to information replied by the Ministry of Health, women should keep 
their incision dry and clean, let water and soap run down on the incision in the shower, 
avoid applying soap on a towel and directly scrubbing the incision, and avoid using any 
cream/lotion/ Neosporin/ or alcohol swab directly on the incision. The researcher found 
that health care providers in hospitals in Saudi Arabia instructed patients to use alcohol 
swabs to clean their incision. In the experimental group, the percentage of patients taking 
care of their incision at home increased from 25.0% at pretest to 71.4% at posttest. Also, 
the percentage of patients reporting of keeping the incision dry and clean increased from 
71.4 to 96.4%. The percentage of patients reporting letting the water and soap run down 
on the incision increased from 17.9 to 82.1%; the percentage of women who reported 
applying soap on a towel and directly scrubbing the incision went down from 10.7 to 
7.1%. But their use of cream/lotions/Neosporin/ or alcohol swab on the incision increased 
from 32.1 to 64.3%. The increase may be due to the fact that the physicians and nurses 
asked the patients to use alcohol swab to clean their incisions. The researcher found that 
17.9% of the patients used other methods to manage their incision at home such as eating 
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a specific food, drinking a lot of water, and using some traditional methods such as 
applying some herbs and oils directly on the incision.  
In the control group, the percentage of women taking care of their incision at 
home increased from 4.3% at pretest to 65.2% at posttest. Also, the percentage of patients 
reporting keeping their incision dry and clean increased from 60.9 to 82.6%; letting the 
water and soap run down on the incision increased from 0.00 to 47.8%, and applying 
soap on a towel and directly scrubbing the incision was the same in the pretest and 
posttest (4.3%). However, the use of cream/lotions/Neosporin/ or alcohol swap on the 
incision increased from 21.7 to 78.3% possibly because the physician and nurses asked 
the patients to use alcohol swab to clean the incision. Also, 21.7% of the patients reported 
using other methods such as eating specific type of food, drinking a lot of water, and 
some uses traditional herbal methods to take care of their incision and soothe themselves.   
There was an increased awareness in both the control and experimental groups in 
the use of healthy ways to care of the incision after discharge. Both groups kept their 
incision dry and clean, let the water/soap run down on their incision, and avoided direct 
scrubbing to the incision. Also, both groups used alcohol swabs to clean their incision. 
But results show that some participants still exhibited low self-care management 
regarding wound care. The results in the posttest for both groups show that 9.8% did not 
keep the incision dry and clean, 33.3% did not let the water/soap run down on their 
incision during shower, and 5.9% applied soap on a towel and directly scrubbed the 
incision. In the control group, 12.1% of participants they did not keep their incision dry 
and clean, 36.4% did not let the water/soap run down on their incision during shower, and 
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3.0% applied soap on a towel and directly scrubbed the incision. In the experimental 
group, only one (3.6%) participant reported not keeping her incision dry and clean, five 
participants (17.9%) did not let the water/soap run down on the incision in the shower, 
and two participants (7.1%) applied soap on a towel and directly scrubbed the incision.  
URisk Management Awareness 
Regarding signs and symptoms, the information form the Ministry of Health 
instructs patients to visit the emergency room if they experience chills, fever, a 
temperature of more than 100.4° C, heavy bleeding, any discharge, bleeding or opening 
of the incision. Also, the Ministry of Health recommends patients to drink eight glasses 
of water to avoid difficulty or pain when urinating, small amount of urine, and 
constipation. In addition, the information the Ministry of Health provides recommends 
that women rest if they see any small clots. The Ministry states that it is normal if women 
feel some pain in the breast, back, or thighs area, and that it is also normal if the amount 
of bleeding increases after three to four days. 
Awareness about general health measure seemed to be low among the population. 
only 45.1% of participants would to go to the hospital if they fever, only 11.8% would 
drink water if experiencing difficulty or pain during urination, and 15.7% would drink if 
they had a small amount of urine, 23.5% would eat specific foods if experiencing 
constipation and 27.5% would take medicine, only 37.3% would go to the emergency 
room if bleeding occurred, only 35.3% considered small clots as normal, 25.5% selected 
that “increase in the amount of blood is normal,” 33.3% of participants believed that pain 
in the breast is normal, and 19.6% believe pain in thighs was also normal.   
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The researcher found that participants felt it was necessary to go to the hospital 
what matter what their condition was, which increases the rate of readmission and 
hospital visits. This occurs unfortunately because patients lack essential basic information 
and awareness. 45.1% selected “go to the hospital” if they have a fever, 64.7% would go 
if they experienced pain during urination, 52.9% repeated that they would go to the 
hospital if there was a small amount of urine, 31.4% would go because of constipation, 
49.0% would go if bleeding occurs, 41.2% would go because of small clots, 58.8% would 
go if there had an increase in blood discharge, 31.4% would go if they felt pain in their 
breasts, 33.3% would go because of the pain in their thighs, and 94.1% would go if they 
had a discharge or opening in the incision area. All of these lead to an increase in the rate 
of unnecessary hospitalization and emergency visits in hospitals thought Saudi Arabia. 
All patients should know what they have to do in different situations.  
Some participants did not select the correct choices regarding signs and 
symptoms. This lack of knowledge could lead to complications such as infection and ever 
death. For example, 2.0% of the participants said that it was normal to sees discharge or 
opening in the incision area. This error of information could lead to failure to peek 
emergency develops as any discharge or opening in the incision area requires emergency 
care. In general, any opening in the incision area could lead to severe infection and to 
severe complications. Also, the data showed that 11.8% of the participants selected “do 
nothing” if bleeding occurs, 37.3% said “it is normal,” and only 49.0% said they “go to 
the hospital.” If bleeding occurs, participants should go to the hospital immediately to 
avoid any complications. Health care providers must therefore tell that to the patients 
134 
 
upon discharge from the hospital. It is problematic that 37.3% of participants thought that 
heavy bleeding in the first four weeks after cesarean section was normal. These may lead 
to an increase in the rate of mortality in the postpartum period. In general, lack of health 
education leads to a lack of self-care awareness among the population, which often 
results in unhealthy practices.   
The results were different in the posttest, especially in the experimental group. 
The researcher found an increase in awareness about signs and symptoms, especially the 
warning or alarming ones. After giving patient discharge information, most of the 
patients (66.6%) took medicine when they felt chills or had a fever rather than going to 
the hospital (11.1%). Women know that no heavy bleeding is normal in the postpartum 
period, which point out that health education improved participants’ awareness and 
reduced the potential complications that could happen in the postpartum period. In cases 
where there was an opening or discharge in the incision area, the researcher found that 
66.6% of participants would go the hospital, 16.6% would do nothing, and 16.6% 
selected other methods. Also, the patients discharge information decreased the rate of the 
hospital visits. For example, only one participant avoid she would go to hospital if she 
experienced pain during urination and one participant said she would go to the hospital if 
she felt pain in the breast area. Great improvement was made in patients’ knowledge 
regarding signs and symptoms after receiving patient discharge information.   
The researcher found that the control group had lower awareness regarding signs 
and symptoms. The results found that; six women had chills or fever more than 100.4 and 
their reaction was 4.3% of them took a medicine. Regarding difficulty or pain in 
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urination, the results found that; six patients had it, and five did nothing and one selected 
other. Regarding having a small amount of urine, the researcher did not see any healthy 
behavior about that. The researcher found three women had that and all of them did 
nothing. Regarding heavy bleeding, researcher did not see any good reaction for that. 
Through two cases; one selected “it is normal” and another one did nothing. Also, the 
same in the small colts, seven selected “it is normal” and four did nothing. The results 
found that one cases of opening/ discharge in the incision and her reaction was “it is 
normal.” Also, four cases did nothing when they experienced constipation.  
The researcher found that all participants (100.0%) did not receive any 
information about signs and symptoms and 96.4% did not receive any information about 
complications. Additionally, all patients responded to symptoms by then own knowledge 
and friends or ask their family in the situation. The researcher measured participants’ 
reaction in order to know how patient discharge information can effect reactions. In 
general, the researcher found that some patients go to hospital for any reason and some 
patients like to do nothing. The researcher found poor awareness regarding signs and 
symptoms in the control group especially in the dangerous signs. All of this is because of 
lack of health resources and health education.  
Studies found that any complication that happens after discharge can be costly. 
For example, wound infection typically costly ranging from $5155 to $6200 compared 
with $1773 for a person without wound infection (Pieper et al., 2006). According to 
Henderson and Zernike, 58% of patients who received health education about wound care 
and pain management did not experience any health problems after discharge from 
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hospital. Many of the patients who did not receive any standard information about pain 
management and wound care experienced health problems after discharge from the 
hospital. Henderson and Zernike said that at conclusion of their study “…information 
pertaining to wound care and pain management are important to the well-being of 
patients after discharge” (2001, P.439).  
Pieper et al., (2006) found that all patients reported needing information after 
surgery about wound care and 88.9% of them were satisfied with the information they 
received. They suggested that patients need the follows three main categories of 
information prior to being discharged from the hospital: pain management, wound care, 
and activity guidelines. Pieper and colleagues pointed out that “Patients generally want a 
high level of information; this information helps to optimize their functioning especially 
during the first 2 weeks at home” (P. 287).  
UMedication Instructions  
Regarding medication information, results found that only 27.5% of the 
participants knew the name of their prescribed medication, 13.7% knew the side effects 
of each medication, 15.7% knew the proper dosage for each medication, 19.6% knew the 
frequency for each medication, 23.5% knew the instruction for each medication, and 
13.7% knew the purpose for each medication upon discharge form hospital. The 
researcher found that most healthcare providers did not give patients any education about 
their medication which includes the name, dosage, frequency, purpose, and side effects. 
The data showed that 100.0% of the participants were not satisfied with the information 
they received about the potential side effects of their medication, and 25.0% were not 
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satisfied about the information they received about the reason for taking each medication. 
Some healthcare providers gave patients some information regarding the purpose of the 
medication they prescribed for example, “This is medication for is the pain relief.”  
In both hospitals where data was collected, doctors gave all cesarean patient two 
medication. The first one was Panadol, 500 mg every 4 hours as needed by mouth. This is 
an acetaminophen medication for pain relief. The second medication was Folic Acid. 
Also, all the patients were discharged from hospital with their medications a heading in 
their package discharge. Patients did not need to go to the pharmacy to pick up their 
medication. As the hospital provided the medications to all patients as a part of the its 
patient services. The nurses are instructed to give the medications to patients before they 
are discharged. At the time of discharge, the researcher never saw the nurse or doctors 
giving any health education or medication instructions to the discharged patient.  
Patients should read the drug label to know all the required information regarding 
dosage and how must to take. The researcher asked patients if they had received any 
information regarding their prescribed drugs and the results show that 100.0% of patients 
had not received any information. The data showed that seven patients in the 
experimental group were discharged from the hospital without any medication by 
mistake. The hospital did not give them their medication and the patients were unaware 
that the hospital should have sent medication with them to take at home. Knowledge 
regarding discharge medication after giving patients discharge information seemed to 
have gone up. It is very important for patients to know the name, purpose, side effects, 
frequencies, and instructions for each medication as a part of treatment. The label on the 
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drug given to patients was not clear enough and as mush did not help patient understand 
the doctor’s instructions of what to do with the medication. Health care providers such as 
doctors, nurses, or pharmacists should talk with their patient about medication and 
provide them with sufficient information about what they are taking, when to take it, how 
and why they are taking it.  
On pretest survey question, the majority of the participants in both control and 
experimental group (56.9%) could not remember the name of their medication. When 
asked to list the name of their medication, some of the participants said “I have pain relief 
medication and vitamins.” They did not know what kinds of vitamins that they were 
supposed to have and did not know what the name of the pain relief medication was, such 
as Panadol or Morphine. Regarding potential side effects for each medication, most of the 
participants in both groups (80.4%) were unaware of potential side effects, and most of 
them thought that since the doctor prescribed them, medications were always beneficial 
to the body. With regard to dosage, 72.5% of the participants in both group did not know 
the dosage for each medication, and only 16.9% of the participants’ knew how often they 
had to take their medication. The patients, however, did not knew for how many days 
they were supposed to take the medications. Some participants gave answers such as “I 
have to take the pain medication one tablet every six hours.” But when asked “for how 
many days?” the answers was “I do not know, or may be until I feel better, or until I 
finish all the tablets I was given.” Regarding instructions for taking medications, only 
23.5% of taking the participants knew that their prescribed medication was to be taken by 
mouth. Regarding patients’ awareness of the reason for taking each medication, 64.7% of 
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the participants did not know why they were taking the medication. Many participants 
knew the purpose of their medication more than the name of the medication they were 
taking. When asked, “do you know the purpose for each medication?” the answer was: 
“yes, I have pain relief medication and some vitamins.” When asked, “Do you know the 
purpose of the vitamins?” The majority said “no,” “I do not know,” “maybe my body 
needs it,” or “maybe I have a vitamins deficiency of some kind.” Actually, most 
postpartum patients in Saudi Arabia are discharged from the hospital with two main 
medications: Panadol (or any kind of relief pain medication) and Folic acid. No vitamins 
appear on their lists.  
The patient discharge information improved patient knowledge regarding their 
discharge medication. The one paired statistic showed that patient knowledge improved 
from 10.7% of patient knowing all the medication names to 52.3%, from 0.00% knowing 
the side effects to 28.5%, from 7.1% knowing the dosage for each medication to 90.4%, 
from 10.7% knowing the frequency to 100.0%, from 17.9% knowing the instruction to 
100.0%, and from 0.00% knew the purpose of each medication to 42.8%.  
By comparison, the one paired statistic indicated that patient knowledge among 
control group participants improved from 33.3% of patient knowing all the medication 
name to 34.8%, from 30.4% knowing the side effects to 4.3%, from 26.1% knowing the 
dosage for each medication to 56.5%, from 30.4% knowing the frequency to 78.3%, from 
30.4% knowing the instruction to 82.6%, and from 30.4% knowing the purpose for each 
medication to 47.8%. The data also showed minimal improvement in the participants’ 
knowledge regarding discharge medication. The small improvement may be attributed to 
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the experience rather than education. This comparison of the two group’s awareness 
shows that the that compared to the control group, the experimental participants exhibited 
more knowledge of their medication name, potential side effects, how much take, and 
when its take it.  
The data clearly show that the patient discharge information plays an important 
role in improving patients’ knowledge regarding most of their discharge medication. 
Patients’ knowledge increased about dosage, frequency, instructions, and purpose for 
each medication they doctor gave them, but the patients did not know in the name of and 
side effects of their medication.  
ULife Style  
Regarding healthy behavior after cesarean section, healthcare providers suggested 
that women should wear a firm, supportive bra 24 hours a day to decrease breast pain and 
ease breastfeeding. In the pretest results, only 15.7% of women agreed to the statement 
regarding wearing a supportive bra 24 hours a day in both the control and experimental 
group, and that percentage increased to 54.9% in the posttest.  
The percentage of women constantly wearing supportive bra increased from 
28.6% to 71.4% in the experimental group and from 0.00% to 34.8% in the control group. 
The percentage in the experimental group was higher than in the control group. It is likely 
that patient discharge information (PDI) improved participants’ behavior and attitudes 
toward healthy issues.  
141 
 
The percentage increased from 0.00 to the 34.8% in the control group for another 
reason. In the Saudi Arabian culture, women stay at their parents’ home after child 
delivery because they need rest, and their mothers and sisters are there to help them 
during the postpartum period. Most women stay at their parents’ home for four to six 
weeks. Also, women in Saudi Arabia cover their bodies and wear good clothes when they 
are out. Therefore, women always wear a bra 24 hours per day as a rule of fashion and to 
look nice. In addition, 71.4% of women in the experimental group strongly agreed to 
wearing a bra compared to 28.6% in the pretest. After patients were giving discharge 
information, the percentage of reports of wearing bra 24 hours a day for health purposes 
increased to 71.4% in the experimental group compared to 34.8% in the control group.  
Also, the discharge information provided by the Ministry of Health recommends 
that women expose their nipples to the air whenever they can. For the same cultural 
reason above, women avoided exposing their nipples to the air because they stay at their 
parents’ home and most of the women in Saudi Arabia in general and the ones in this 
study in particular have not adopted and accepted this behavior yet. Modesty requires 
covering certain path of the body and not expose them ever in front of others their 
mothers. The percentage for exposing the nipple to the air was 2.0% both the 
experimental and control groups. The percentage of women who exposed their nipple to 
the air was 3.6% during the pretest and 10.7% in the posttest in the experimental group 
and 0.00% in the control group. The percentage in the experimental group increased after 
the patients received discharge information but remained low in the control group.   
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UPhysical Activities, Exercise, and Healthy Living 
Regarding healthy behavior and attitude in the postpartum period and after a 
cesarean section, the Minister of Health recommends that women resume normal daily 
activities and house work after 10 days, resume sexual intercourse after four weeks, and 
avoid heavy lifting during the first six weeks. Culture in Saudi Arabia plays an important 
role in women’s self-care behavior. Women stay from four to six weeks at their parents’ 
home without their husbands. At that time, most women do not participate in housework, 
normal daily activities, or sexual intercourse until four to six weeks later. Also, most 
women in Saudi Arabia do not lift anything heavy as a part of their culture; men do the 
lifting. In the pretest, 7.1% of participants in the experimental group thought they would 
need to start their normal daily activities after 10 days and 14.3% thought they needed to 
start housework after10 days, 39.3% planned to resume their sexual intercourse 4-6 
weeks later, and 89.3% planned to start lifting heavy objects if needed after 6 weeks. 
After patients received discharge information, 17.9% of women resumed their normal 
daily activities after 10 days, 17.9% resumed housework after 10 days, 92.9% did not 
start yet sexual intercourse, and 89.3% did not lift anything heavy. The findings show 
that women selected healthful behavior after a cesarean section.  
In the control group, 0.00% of women resumed their normal daily activities after 
10 days, 8.7% resumed house work, 57.6% resumed sexual intercourse after 4 weeks, and 
100.0% avoided heavy lifting in the first four weeks. This indicates that participants 
selected unhealthy behavior regarding housework and daily activity but selected healthy 
behavior regarding sexual intercourse and heavy lifting. It is likely that culture played an 
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important role and explain the increased in the sexual intercourse and heavy lifting 
categories. 
UNutritional and Mental Health  
During data collection, the researcher found the majority of women lack essential 
information regarding nutrition and mental health in the postpartum period. Most 
participants did not receive any health education about both. Results showed that only 
10.7% of women were satisfied with the information about diet. Hospitals in Saudi 
Arabia provide nutrition and health education only for patients with chronic health 
problems, such as diabetes. Some women in the study had diabetic mellitus, obesity, and 
heart problems during pregnancy.  
Only 35.3% of the participants had information about nutrition and only 43.1% 
had information about depression after a cesarean section. The posttest results found that 
knowledge about nutrition increased in the experimental group from 3.6 to 32.1% and 
knowledge about depression increased from 21.4 to 35.7%. Participants’ knowledge 
increased after patient's discharge information (PDI) was given to the experimental 
group. By comparison, knowledge about nutrition in the control group decreased from 
8.7 to 4.3% and the knowledge about depression decreased from 34.8 to 4.3%.  
“Prevention of postnatal mental disorders in women is an important component of 
comprehensive health service delivery because of the substantial potential benefits for 
population health” (Rowe& Fisher, 2010, P. 1). Previous studies in Australia found that 
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psycho-educational programs in both public and private health sector can modify the 
risks of mental health problems early in the postnatal period and state that, 
Theories of group behavior, adult learning, and social cognition were identified as 
salient to a psycho-educational approach to prevention of mental health problems. 
Psycho-education seeks to improve knowledge about relevant risk and protective 
factors for mental health problems, builds on participants’ strengths and 
resources, and promotes specific skill development (Rowe& Fisher, 2010, P. 10).  
UHow Do Educational Discharge Summaries in Certain Hospital Departments Make a 
Difference in Participants’ Knowledge? 
Most of the patients were discharged from the hospital without any instructions 
regarding their diagnosis, treatment, medication, signs and symptoms, complications, and 
lifestyle. All this information is required for personal wellness and for patients to avoid 
any medical errors. Also, it plays an important role in avoiding overcrowding in the 
emergency room. After completing the study, the researcher found that patient discharge 
information (PDI) improved patients’ knowledge, behavior, and attitude regarding their 
medical condition after discharge from the hospital to home. Hospitals in Saudi Arabia 
should give patient discharge information (PDI) to improve healthcare services and 
quality and to avoid any medical errors that may occur after patients are discharged from 
the hospital.   
In conclusion, patient discharge information (PDI) acted as an indent intervention 
in this research study. All participants in the experimental group received the patient 
discharge information (PDI) upon discharge form hospital. The PDI contained essential 
information to improve patients’ knowledge, behavior, and attitude after discharge from 
hospital.  
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Regarding patients’ knowledge, behavior, and attitude, the results showed that the 
patient discharge information (PDI) in the experimental group improved participants’ 
knowledge in diagnosis, medical procedure, treatment, self-care management, signs and 
symptoms awareness, medication, lifestyle, nutrition, and mental health. The results show 
reduced knowledge in the control group especially in the medical procedure, treatment, 
signs and symptoms awareness, lifestyle, nutrition, and mental health. The results showed 
small improvements in patients’ knowledge of diagnosis, self-care management, and 
medication. In general, no appreciable improvement was noted in their explanation for 
what the cesarean section procedure means (See Figure 15, 16, 17, & 18).  
 
Figure 15. Compare the rate of knowledge among experimental group 
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Figure 16. Compare the rate of knowledge among control group 
 
Figure 17. Compare the average of knowledge among control group 
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Figure 18. Compare the average of knowledge among experimental group  
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researcher did not measure the content of information. It is possible patients may have 
other reasons for having a cesareans section, or that patients have incorrect information. 
The participants were asked if they knew what their current diagnosis was, but the 
researcher did not ask what it was before. Also, the researcher asked patients if they knew 
the reason for cesarean section, but did not ask them to tell why they had it. So, it is 
possible that patients felt they knew, and what they know could have been incorrected.   
0
0.5
1
1.5
2
2.5
3
3.5
4
Diagnosis Treatment
Self-care
management Medication
Lifestyle
changes
Ax
is 
Ti
tle
Experiemntal Group 
Pretest
Posttest
148 
 
Saudi Arabian culture plays an important role in interesting women of what to do 
after a cesarean section. According to culture, postpartum women should stay 40 days at 
their parents’ house and their family, friends, and neighbors come to visit during this 
period. All women in this study stayed a minimum of four weeks at their parents’ home 
and received many visitors. Most of the topics during child reception are about child 
delivery, breast feeding, self-care management, food, and habits. As a result, people act 
as primary sources of information to patients.  
The researcher did observe that doctors in hospitals in Saudi Arabia do not speak 
with patients about medical procedures and treatment. This plays a significant role to 
reduce patients’ knowledge and awareness.  
UImplications 
Patient discharge information (PDI) improved patients’ knowledge in different 
areas, which included medical diagnosis, medical procedure, and treatment. Also, patient 
discharge information (PDI) increased patients’ awareness of signs and symptoms of 
complications. In addition, the researcher found that patient discharge information (PDI) 
plays an important role in increasing patients’ knowledge toward their discharge 
medication. All patients who received patient discharge information (PDI) at discharge 
from the hospital have the ability to list their discharge medications, their purposes, side 
effects, dosage, and instructions. Also, patient discharge information (PDI) improved 
patients’ physical behavior and attitude and improved patients’ nutritional and 
psychological knowledge.  
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Patient discharge information (PDI) played an important role in decreasing the 
rate of patients who visit the emergency room and in decreasing the rate of medical 
errors. In addition, PDI is required to improve the communication between healthcare 
providers, primary health care, and the patient. Also, PDI acts as a liaison between the 
physician, family medicine, family, and the patient. 
The researcher found that patients in the hospitals in Saudi Arabia lack the 
primary and important information regarding their health condition. Some patients in 
hospitals in Saudi Arabia did not know the current diagnosis, and could not list the name 
of their medications and similarity, they were unaware of medication side effects, dosage, 
purposes, and instruction. In addition, all patients should know when they have to visit 
the emergency room and know the correct actions in take in different situations. Also, 
most patients in hospitals in Saudi Arabia did not receive any health education about their 
current situation. On the other hand, the researcher found some patients were discharged 
without their medication and spent all the recovery period without any medication. Some 
medication was prescribed to women and their babies during breastfeeding period, such 
as postnatal vitamins and folic acid.  
Patients discharge information (PDI) should be provided by all hospitals in Saudi 
Arabia to promote awareness and wellness among patients, because it serves as access to 
medical information to patients.  
All in-patients in hospitals in Saudi Arabia should receive patient discharge 
information (PDI) upon discharge from the hospital to home. This patient discharge 
150 
 
information (PDI) should include all required information that patients and their families 
need. Discharge information should contain: 
1. Diagnosis.  
2. Treatment.  
3. Self-care management.  
4. Medication instructor.  
5. Normal expected symptoms. 
6. Warning signs and what to do.  
7. Lifestyle changes.  
Hospitals in Saudi Arabia should provide patients discharge information at their 
hospitals because it is plays an important role to improve patients’ knowledge and 
improve patients’ heathy behavior and attitudes. These play an important role to increase 
the awareness among the population and avoid any complications can happen after 
discharge from the hospital. 
ULimitations 
The following limitations were identified in this study: 
1. Hospitals lack technology, which means all patients’ files was written by hand. 
The researcher had a hard time reading the patients’ files because healthcare 
providers such as doctors and nurses need the files to write in and complete their 
work. Also, there were only two computers in the department and one small 
printer. All of this made it hard to type the patient’s discharge information by 
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computer and to give to the patient before discharge. Sometimes, the researcher 
recorded information manually.  
2. Development of educational materials (treatment) is one of the limitations of this 
study because of the limited time between patient admission and discharge from 
the hospital.  
3. Time for pre-testing is one of the limitations. Usually, patients only stay in the 
hospital for three days after a caesarean section procedure and the discharge 
process only takes a few hours. The researcher had limited time to complete the 
research process before discharge from the hospital.  
UFuture Directions 
In future research, the researcher will have to measure the source of patient’s 
resources and information. In this research, the researcher measured hospitals’ resources, 
but in future studies would need to measure information sources in the control group to 
determine where patients get their information from, such as books, friends, or family. 
The researcher would have to contact the patient at discharge, one week after, four weeks 
after, and six weeks after because some behaviors and knowledge need a specific time to 
be measured. Also, the researcher would have to measure the content of patient 
knowledge to determine if that knowledge is correct.  
For example, regarding the signs and symptoms, researcher would have to 
measure knowledge during the first 10 days because in the first 10 days any chills or 
fever may mean infection but any fever after that may mean flu or cold. The women’s 
response in the first 10 days should be “go to the hospital” but after that it should be “take 
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a fever medicine.” In future research, the researcher should measure that in the first 10 
days.  
In future research, the researcher would have to measure how the patient 
discharge information (PDI) can influence healthcare quality and services and how the 
PDI decreases the rate of emergency visits and medical errors. Also, the researcher would 
have to measure how the PDI increases the awareness among healthcare providers and 
how it improves the communication between healthcare providers and patients.   
UTerms 
The following terms were defined to clarify their use in the context of the study: 
Health. Health is an adaptation in the environment leading to quality of life, 
including social, mental, and biological (Greenberg, 1992).  
General health education. Health education is any set of intentional activities 
which are designed to improve health through learning (Tones & Tilford, 1994).  
Patient education. Patient education is a set of instructions and educational 
activities which are designed to increase the patient’s ability to manage personal health. 
(Lorig, 2001; Wei & Camargo, 2000). 
Patient discharge. It is a moment of patient transition from a protective 
institutional environment to a familiar home environment, in which caregivers are wholly 
focused on their needs to where they and their family become the primary caregivers 
(Ben-Morderchai et al., 2010). 
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Discharge plans and protocols. It is one feature of the modern healthcare system 
which includes procedures for discharging patients from hospital to home (Coffey, 2006).   
Tech-back technique. It is one of the teaching methods that works to bridge the 
communication gap between patient and nurse and helps the patient to understand new 
knowledge and skills (Polster, 2015).  
Discharge instructions. It is a set of documents which are given to patients 
and/or guardians upon discharge from the hospital to home for facilitating safe and 
appropriate continuity of care (Taylor & Cameron, 2000).  
Discharge summary. It is a set of documents which contain much useful 
information about the patient based on diagnosis or procedures done in the hospital 
(Long, 2005).  
Instruction notes. It is a set of simple instructions written by hand or typed on 
plain paper without the assistance of any computer programs (Taylor & Cameron, 2000).  
Pre-formatted instruction sheet. It is a simple instruction written by hand on a 
pre-formatted sheets (Taylor & Cameron, 2000).  
Information sheet. It is a pre-printed document that is prepared for the particular 
illness (Taylor & Cameron, 2000). 
Hospitalists. The physicians who take care of the inpatients who are unknown to 
them before admission. Then, this patient returns to a regular physician after discharge 
(Van Walraven et al., 2002). 
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Health literacy. It refers to the person’s level and capacity to understand basic 
health information and make appropriate health decision about his/her health situation 
(Perera et al., 2012).  
Preventing hospital readmission. It is a national focus on health care reform. It 
works to improve patient discharge education and to improve clinical outcomes for 
reducing hospital costs (Agency for Healthcare Research and Quality, 2014). 
Transition care. It is defined as a set of actions that are designed to improve the 
coordination and continuity of health care for patients who transfer to another location or 
to the different level of health care in the same location (Coleman & Berenson, 2004). 
Discharge information checklist. This is checklist that needs to be provide to 
patients at the transition time (Agency for Healthcare Research and Quality, 2014). 
The After-Hospital Care Plan (AHCP). It is a booklet that contains some 
information patients need to take care themselves when they are discharge from the 
hospital and back home. Also, prepare the patient for the days between leaving the 
hospital and first visits appointment with the outpatients’ clinics (Agency of Healthcare 
Research and Quality, 2013).  
Discharge plan. It is referring to the document, which was given to the patient 
and contain the planned treatment course that happened in the hospital and used by 
patient after leaving the hospital (Agency of Healthcare Research and Quality, 2013). 
Discharge Educator. Refers to the person who educates and advocates patients in 
order to prepare patients and caregivers for discharge from the hospital through teaching 
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the patient about what happens during their hospital stay and what they should do after 
leaving for home (Agency of Healthcare Research and Quality, 2013). 
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